) 


led in by the funeral director, ~~ 
es | and 2 should be filed wii 


4 


id cample! 
bon papers. 


uss after death. 


Then please rem 


ate has been signed by the attending physician ant 


should be detached for use as the burial-transit permit. 


|, cremation, or remaval, and in any event within 72 


JERAL DIRECTOR: After this certi 


3 


t 


egistrar prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the hospital or attending physician. 


VS AIS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 492 
s 510 CERTIFICATE OF DEATH nag tie ee 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. {f instilution: Residence befare admission) 
CAS Us Cecil marvano || ° SATE Maryland eben f 
b. coy OR pet {lf hel eornarels' limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If aulside corparate limits, write RURAL and give nearest tawn) 
Periy PoIne” yrs. 2mo.l0days >,,/_, Baltimore 
d. NAME OF HOSPITAL (if nat in hospital, give street address} 4 STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Veterans Administration Hospital | 10 North Anne ves] NOB 
3. Ae First Middle Lost 4. Ai Manth Day Yeor 
(Type ar print) JOHN v. ABENDSCHEIN DEATH January 9 1 57 


5. SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [-] | ©. DATE OF BIRTH 9. AGE i yeor: [EUNDER I YEARLIF UNDER 24 HS, 
lost buthday) Month 
Male White wivoweD C} pivorceo [] 11-30-93 63 ge lg” || les 


10a. Pap lie ala one aap 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
unkndwn unknown Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Edward Abendschein Mary Raider 
praecenee see ee li theahincyleccs? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes io” unknown Hospital Records, VAH, Perry Point, Md. 
1B. CAUSE OF DEATH [Enter anly ane cause per line far (a). {b). and (c)-] 
PART |. DEATH MS aie ewuse ._Dronchopneumonia, bilateral, unresolved 
iy f DUE TO 
Canditians, if any, which F ocardial fibrosis left ventricle, interventri- 


at BETWEEN 
SET AND DEATH 


ta 


gove rise ta immediate 
: cular septum 
cause (a), slating the under- DUE TO A 
tg__Coronary ontelipacleroeis unknown 


lying cause last. 

Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATE! uaa TERMINAL DISEASE on VEN Bt woul a) ] 19. 9 AUTOPSY 
Arteriosclerosis,general,severe - unknown culos Ae us 2 ining! No 

28 2 * act ve sight obe’ = ~_un: ar No 

20a. ACCIDENT WAS UNDERLYING £ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Part | ar Part Ul of item 1B.) know! 
OR CONTRIBUTING C] CAUSE OF DEATH in 
(WF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, 120. (City or tawn) (County) (Stale) 

Hour a. py. While Natiwhile factary, street, affice bldg... etc.) 

p.m. 4 19 fat wark [J ot work [7] : 


21. | certify that Kattended the deceased from_October 30, 19.45, todanuary 9 __, 19.57 Re RSERCHNGRERSE 


|..P.M, from the causes and on the date stated above. 
_ ADDRES {Streel, city or tawn, state) DATE SIGNED 


MEDICAL CERTIFICATION, 


Na. HOY ane Zb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION Tos tawn, ar caunly) (State) 

Baltinore, las 

23. Fi \L DIRECTOR'S StGNATURE ADDRESS ‘2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S CO. Zz 
a ‘ qn, Havre de Grace, Md. vate /- 4 7 De gy Ee pa 


— 


led in by the funeral directar, 


Pages | and 2 should be filed with 


* 


Popers. 


= 
8 
70 
& 


Vs 


ease remave carbon 
hours 


igned by the ottending physicion and camplet 
Then 


, cremation, or remaval, ond in ony event within 72 


RAL DIRECTOR: After this certificate has been 
should be detached far use os the burial-transit permit. 


may be retained by the hospital ar attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after death: Page 4 
the registrar prior to burial, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
¢ 514. CERTIFICATE OF DEATH RA 


w ba eet 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. cecil MARYLAND “id. & COUNTY, 4 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Tb c, CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL on nd 3. ts rest, Se 
bosit 72 Vrs port Deposit 
aneer (lf not in mesertalr give street oddress) a STREET ADDRESS ° Pe 
"S57 S. Main St. 37 S. Main st. ves) Nok 
Fint Middle ost 4. DATE Month Day Yeor 
: eceaseD OF 
(Type or print) Margaret Abrahams DEATH 1 17 1957 


3. SEX 6. COLOR OR RACE ]7. MARRIED fe] NEVER MARRIED [] [8 DATE OF BIRTH °. gis om [EUNDER LYEAR|IF UNDER 2 HAS, 
Female| white wipowen C] ovorceo 2) | 7-23-1879 vn cap basa) ice ss 
Ta. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign Lo 12, CITIZEN OF WHAT COUNTRY? 
eA 


dying meets ost of Sched even if retired) 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William Cropper gane Emery 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no. oF we” (it yes. give wor or dates of service) : * 
NO Lewis W. Abrahams,Pport Deposit wd. 


18. CAUSE OF DEATH [Enter only ane cause per tine for (0), {by and (c). 3] ater BETWEEN 


SET iD DEATH 
PART |. DEATH WAS CAUSED B' 7 2, 
CATTUMEDIATE CAUSE (0 LG Oo Ce Lk. Xs he 
ub 


DUE TO 


— 


Conditions, if any, which (by 
gove rise to immediate 
cote (a), stating the under. OVE TO 
lying couse lost. {c) 
Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART Ifo)|19. WAS AUTOPSY 
yes) No] 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | ar Port 1! af item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


77a rune =r re USE eee 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20. foe OF INJURY {Home, farm, 120F. {City oF town) {County) (Stote) 
Hour oa. m, While Not while toctory, street, office bldg., etc.) 
Pm. 19 fot work [] ot work H 


, 192Z.,that | last saw the deceased 
o* M, fram the causes and an the date stated above. 


2a eee reat, cil ie Sg Lal oF SIGNED 


KWeurie Car REChAPAS Je. WeMe ge el Be 


Mo. BURIAL, repaint 7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City. town, ar county) {Stote) 
Bibyg Specify] 
BUYDET aol al op Port Depasi a puss 


MEDICAL CERTIFICATION, 


Cana ADDRESS. 


A, 24a. REC'D BY REGISTRAR . REGISTRARS SIGNATURE 4 
Z ys wey ee WA 


iS rve. Perryville md. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


% oo 5 MBPSOAL EXAMINER’S CERTIFICATE OF DEATH 00494 


g3 5 3 Reg. Dist. No. 
8 E 1 eae 2. USUAL RESIDENCE (Where deceased lived. If inslitutian: Residence before edmission) y, 
0. Cl * 

ie Sel eci ‘Se moe * OONMPairfield 

ra b. CITY OR TOWN fH ovhide corporate limit, write RURAL c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 

§ M ‘ond give neareal Lown) : 

s North airfield “> 4-. 

3 d. NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street a d. STREET ADDRESS «. bat 9 
on 4 

s Route 40 and Route 272 1983 King Highway ves no LIK 

oe : 3. NAME ea Firat Middle Lost ber Month Day Yeor 

> i ONald Magoaleha Baker DEATH J. 


2 


File pages 1 and 2 with the registror Baer t 


5. SEX 6. COLOR OF RACE |7- MARRIED [. NEVER MARRIED DD] ®. oate oF eretH % me sol 
F W widowed] _—spivorceo FJ 2-17-1902 : 


100. USUAL OCCUPATION {c kind of work done} 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
/ during most of working lite, even if retired} 
ook Private Res Fairfield , Conn U.SAs 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
( I Joseph Ellis No information 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT addres Fairfield, Conn 


A (Yes, no, oF unknown) (tt ive wor or dale of service) 
5 no |S" lo5-22-8594 Wallace Baker, 1983 Kings Hihg 
18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b}, ond (.] INTERVAL BETWEEN 


s ONSET AND DEATH 
c AIS ERT ES OA aIaY # Compound Fracture of right fronta 
‘ a4 


DUE TO 
YT} | conditions, if ony, = w_bone with loss of right eye 


jive Pages 1, 2, and 3 ta thi 


farm PM3. Page 5 moy be retained 


in Item 18. 
ransit permit. 


gove rise to immediate cause 


(a), stoting the underlying( OVE TO 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs ofter deoth. 


58's 
balled cause last. ) 
ie £ 3 Zz PART Il. OTHER SIGNIFICANT ee CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(a}]19. WAS AUTOPSY 
£ OR 5 YES co No EX 
gs 3 : 20a. EXTE Rese & o 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nature of injury in Part | or Port Il of ilem 1B) 
Pee & | CAUSE OF DEATH. H it the left side of tractor trailer 
gag 7 é 2c. ee ‘OF INJURY Month, Day, Year fie em OCCURRED, 206. tS OF a 120f. (City or town) {Cooniy) (State) 
230 2) 8835e2 1-29-57 [Nii Sista 0 | North Rast. #gctl Md. 
eis 21. | certify that | took charge of the remains described Sov, held an Autopsy [[], Inspection f], Inquiry [E and find that 
53g death resulted from: Natural causes (J, Accident (EE Suicide (. Hamicide [1 Undetermined cause (J. 
$55 
é z ® pe tap, CHIEF MEDICAL EXAMINER [J eae ee 
§ 2 z 3 ae ASSISTANT MEDICAL EXAMINER [] 
£38 Q NAME (Type) ReC.Dodson DEPUTY MEDICAL EXAMINER (XC 1-29-57 
sé: Maa. BURIAL C Ges ‘2b. DATE THEREOF NAME OF CEMETERY ons EMATORY Bod, LQCATION (City, town, of cou Btote} 

re Tons, ° 


Zz GE Stig Dim, Tek ne yy gore 24a, REC'D [Pred ASTRA ate, REGIS R'S SIGNATURE 
VS. AISME(S) ned fs 7 |. FW Fee 
5M 9/SS Litman LS] ed 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
¢ 
513 CERTIFICATE OF DEATH nea. om nal C495 
2. hae Loin (Where deceoted lived. If institution: Residence befare admission) 
Md. BACOUDNs Caen J 
b. CITY OR TOWN {if outide corporole limits, wrile | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
~O Colora 
,d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 
yes] nol] 
3. NAME OF First Middle lost 4, DATE Month Day Year 


(Type oF pent Annie Balderston | Blam Jan. Sf ay 


SEX COLOR OR RACE |7. MARRIED [] NEVER MARRIED Jey |8. DATE OF BIRTH 9. AGE (tn year 
or) jay] 
ema Vhi wipowep [) DivorcED [J sept. dodgy 1889 8 yrs. 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ary or foreign country) 


ml 


t 
hd 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 
OR INSTITUTION 


24 hours after death. Page 4 
din by the funeral directar 
1 and 2 should be filed with 


Pages 1 


RAL DIRECTOR: After this certificate has been signed by the attending physician and camplete 


shauld be detached far use os the burial-transit permit. 


Min. 


V2. CITIZEN OF WHAT COUNTRY? 


£ during most of working life. even ‘ retired) 3 
3 Retired Nurs Registered Nutse colora,Md. Uae 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
bo George balderston Myra Atwater 
8 i be WAS sole ah IN U.S. ae, ee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eclarac eta URE woo ett of serie ; 
Yes li vorjd War Hertha Balderston Colora, Nd. 


18. CAUSE OF DEATH [Enter only one couse per fine for 


PART |. DEATH WAS CAUSED By: 
, |AMEDIATE CAUSE (0) 


9). (b), and (c)-] 


INTERVAL BETWEEN 
ANOPEATH 


Then please remave carban papers. 


DUE TO 


Conditions, if ony, which 
gove rise lo immediote 
{0}, stating the under. ( OVE TO 


a coure lost. Ps 


Paar {l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. the AUTOPSY 


REFORMED? 
200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il af item 1B.) 
‘OR CONTRIBUTING CL} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ve 0 No 
Sapna Sepa Tar sree seer 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) {County) (Stote) 
Hour a.m. While oN factory, street, office bidg., etc, 
p.m. 19 jot work [] ot OA Lh 


MEDICAL CERTIFICATION 


21. | certify rf | ceed) e ee sed fro : ” to, 19.52_. AhaT | last saw the deceased 
alive on__dd 7 |, pnd the 4 ath occurred ol 1M, from the causes and on the ee stat oe 
Glen Ve 
ih 
Sime ee 22¢2 BL Ltd 


rar priar ta burial, cremation, ar remaval, and in any event within 72 


PHYSICIAN'S Syd 
NAME (Type) * 


HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
y be retained by the haspital or attending physician. 


Ra. TENGUAL EEO ‘2b, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ity, tawn, or caunly) (State) 
tg crema tién| van.11,195 oilverbrook Uren. Wilmington vel. 
° 
. 23. DIRECTOR'S SIGNATURE __ADDRESS , 2dar REC'D BY REGISTR, b, pier RTO 
was Gat ¥ peer, LE 


4 


reg 
Pa 


d in by the funeral director, 
1 and 2 should be filed with 


@ 


i 
F 


Then please remave carbon popers. 
event within 72 hours offer death. 


RAL DIRECTOR: After this certificate has been signed by the attending physician and complete 


should be detached far use as the burial-transit permit. 


§ 


may be retained by the haspital or attending physician. 
the reQistror priar ta burial, cremation, or removal, and in 


pol 


= 
2 
D> 
© 
o 
a 
8 
be) 
s 
6 
£ 
5 
° 
24 
< 
a 
" 
i 
és 
i] 
e 
5 
& 
rd 
x 
o 
e 
4 
e4 
ro 
i] 
= 
s 
8 
= 
. 
® 
So) 
e 
= 
3 
= 
* 
i 
a4 
Pa 
2 
z 
= 
e 
= 
= 
Zz 
= 
2 
a 
> 
Ps 
= 
2° 
z 
a 
E 
< 
m 
ce) 
= 
< 
e 
= 
S 
ce} 
= 
° 
é 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


514 


CERTIFICATE OF DEATH 


Reg. Di: nll OG96 


1. PLACE OF DEATH 
a. COUNTY 


Cecil 


b. City OR TOWN (if outside corporote limits, write” |e LENGTH OF STAY IN Ib 
RURAL and give eats town) 


ery yrs.4mo.18da; 


4 NAME OF HOSPITAL a nat in hospital, give street address} 
OR INSTITUT 


Veterans ; Administration Hospital 


MARYLAND: 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


a. STAT b. COUNTY 
Pennsylvania 
¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


Pittsburgh 75% -< 


d. STREET ADDRESS a 1$ RESIDENCE 
ON A FARM? 
632 Lowell Street yes [] No 


3. NAME OF Middle 
DECEASED | 
(Type ar print) H. 


5. SEX 


Male 


First 


WILLIAM 


bivorceo [] 


Negro wipowep [7] 


6. COLOR OR RACE | 7. Married [] NEVER MARRIED cx B. DATE OF BIRTH 


lost 4. DATE Month Doy Yeor 
27 


CHILDRESS] kata January 19 57 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Igst_ birthday) 
67. 


5-20-1889 


100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 


= most of working life, even if retired) 


arpenter Unknown 


12. CITIZEN OF WHAT COUNTRY? 


USA 


13. FATHER’S NAME 


Jackson Childress 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /14. SOCIAL SECURITY NO. 
{Yes, no. or unknown) UF yes, give wor or dates of service) 
Unknown 


Yes YW_I 


17. INFORMANT 


Hospital Records, VAH, Perry Point, Md. 


14, MOTHER'S MAIDEN NAME 


Willie Scott 


Address 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), {b). and (c).} 
PART I, DEATH WAS CAUSED BY: 


IMMEDIATE cause (o__bronchopneumonia, bilateral, unresolved 


INTERVAL BETWEEN. 
DEATH 


L 


es DUE TO 


Canditions, if ony, which w__Arteriosclerotic heart disease 


gave rise to imm 
cause (a), stoling the under. ( OVETO 
lying cause last. to 


200. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. Tee Ta 


Arteriosclerosis, general, severe 
‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part t or Part Il of item 1B.) 


Ye ie fa 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 


Hour 9. 9. While Not while 
p.m. 19 Jot work [] at work [J 


21. | certify thot | attended the deceased from Sept 


MEDICAL CERTIFICATION, 


PHYSICIAN'S“ 
NAME (Type) OPP. 


‘2c. BURIAL, CREMATION, | 22b. DATE THEREOF 
Fenever™” | 1-28-57 
123. Ful DIRECTOR'S SIGNATURE ADDRESS 
4 e,de Grace, Md. 


20e. PLACE OF INJURY (Home, farm,  20f. (City or town) 
factory, street, office bldg., etc.’ aH ‘ 


9, 9tibe _, to, 


and that death occurred at 8 


MOD. 


2c. NAME OF CEMETERY OR CREMATORY 


Beverly National 


(County) (State) 


January 27, 1956 sWe A XQEKRGRRSISE SEK 


PM, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


VeAe Hospital, Perry Point, Md. 1-28~57 


Director, Professional Services 


22d. LOCATION (City, town, or county) 
Beverly, New Jersey 


Qda. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


wate / =< 30-5 Aen eee 


(State) 


‘A nvauna 


{66 I 99 
~ aff 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Y : 
515 CERTIFICATE OF DEATH ‘inh JU N497 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. II institution: Residence before odmission) 
MARYLAND CES Ge b.county Harford 


b. CITY OR TOWN (If oulside corporote limils, write ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 


Bad Havre de Grace /)-AU. 4, 


d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


12 $. Union Avenue Yes] NOB 


3. NAME OF First Middle low 4. DATE Month Day Yeor 
DECEASED. p OF 
ESE enol John Lawrence CONCES DEATH al. ie 197 


SSK 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [of | & OATE OF BIRTH *- AGE (ig yeor [EUNOER I VEAR IF UNDER 24 RS 
My) lonths Hi Min. 
Male Cauc wivowep [J pivorcep [} 1~10-57 ves. Av | ie + 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if cetired) [ "4 2 is 
Bainbridge, Md. U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Lawrence CONCES Patricia Joanne ZYGMUNT 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address. 
(Yes, 90. 0¢ unknown) {It yes, give wor or dates of service) 
} Navy Records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] UNTERVAL BETWEEN 
PART I. DEATH NCDIATY cause fo)__OUSpected Intracranial Hemorrhage 
DUE TO 


1 and 2 should be filed wi 


'd in by the funero! direct 


n popers. P 


leath. 


Then please remove 


Conditions, if ony, which . 

gove rite to immediote 

co¥te (0), stoting the under- ( OVETO 
lying couse lost. @ 


Part VW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) |19. Re) AUTOPSY 


‘ORMED?: 
yexty Not] 
20a. ACCIDENT SSR? Q 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noluce of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
Hour o.m. White Not while foctory, street, office bidg., etc.) i 
p.m. 19 Jot work [] ot work CJ ' 


21. | certify that | attended the deceased fram,_.L-LO-57 _____, 1927, ta 1=t=57_____, 19.___.,that | last saw the deceased 


olive on__-J=J1=57_._ 12_______, and that death accurred atli,10__PM, fram the causes and an the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 


icate hos been signed by the attending physician and complet 


nding physician. 
should be detoched for use os the burial-transit permit. 


! or 


RAL DIRECTOR: After this cert 


- 


the registror prior to burial, cremotion, or removal, ond in ony event within 72 hoyfs after 
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MEDICAL CERTIFICATION 


Natives _FETER R. DALLMAN, LI MC USN, _ BATHBRIDGE, NARYLAND “<H=7 _ 


Zo. BURIAL, CISION. 7b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or counly] 
REMTOWAL (Specify 
Eveia | ih i 1 Ei mn Cemetery Colora, Maryland 


2do. REC'D BY REGISTRAR | 24b.4 ef ISTRAR'S SIGNATU! 


(les Mikes 5' | Ld, 


moy be retoined by the hospi 


< TO HOSPITAL OR ATTENDING 
Pp 
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ie 
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. Then please remave carbon papers. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 498 
; 516 CERTIFICATE OF DEATH nag. Dist te. 96, 


/A\\. el? — 2. cle ay hae (Where deceased lived. If inslitution: Residence before admission) 
o : °. ; b. COUNTY r, 
Cecil MARYLAND Mar yland St. Mary's 


b. CITY OR TOWN (If outside corporote limits, wrile | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL gnd give nearest toyn) 
erry Point byrs.6mo.8dayg| / x 2.4. Hollywood 


d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Veterans Administration Hospital ves (No fi 


3. NAME OF F nasa ‘ 
DECEASED Yes eae fos Month Doy Yeor 


‘Tope or pein} EUGENE Is CONNOR BL January 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED [Z] NEVER MARRIEO [7] | 8- OATE OF BIRTH 9 moanare IF UNDER 1 YEAR] IF UNDER 24 HPS. 
, lost bjrthdoy ne 
Male Negro wicoweo [7] oivorceo [] 1-9-1892 6h, yrs, 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


/ during most of working life, even if retired) 


Painter unknown Maryland USA 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Bojan Connor Nellie (? 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 


{Yes, no. or unknown) (NF yes, give wor or dates of service) ¥ 2 
es Wi I unknown Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (0), ond. (l-] (INTERVAL BETWEEN 
PART |. DEATH WAS catenuet ip _Bronchopneumonia, unresolved, right lower lobe 9-16 ays 


ly 
Conditions, if ony, which arteriosclerosis severe unknown 


gove rise to immediote 
couse {0}, stoting the under ( OVE TO ' 7 ‘ 
lying couse lost. «@—Arteriosclerosis, general, severe unknown 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. Boa A eae 


ves RJ No] 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nalure of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 208. PLACE OF INJURY (Home, farm, | 20. (Cily or town) (County) (Stote) 
Hour 6. n. While Not white, foclory, sireet, office bldg., etc.) | 
Pm. 74 19 jot work (] ot work [ ‘ 


21. | certify thatyt ottended the deceased from.June 27. __ , 1950_, to January A, 195°7 japmercewnedecsaet 
ali COROT! and that death occurred at G21 2M, fram the causes ond on the date stated above. 
ADDRESS (Streel, city or fown, state) DATE SIGNED 
mp, _VeAs Hospital, Perry Point, Md. 1-4-57 


MEDICAL CERTIFICATION 


Director, Professional Services 


To. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
WAVER | 1-14-57 St. Aloysius Leonardtown, Md. 
. DIRECTOR'S SIGNATI ADDRESS 24. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR 
CDS L OR, ci PSD ref, pate #5 — 5" eee a 
be tt a a 


d in by the funerol director, 
1 ond 2 should be filed 


A 


Then please remove corbon popers. 


| or attending physician. 
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should be detached for use os the burial-transit permit. 


the registrar prior ta burial, crematian, or removal, ond in ony event within 72 hours ofter death. 


‘ith 
(= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00499 
$ 5127 CERTIFICATE OF DEATH neg. Dit. No, 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If iaitution: Reridence before admission) 
°. b, COUNTY . 
cecil bless 2 Na. cecil 


b. he porn ue outa corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If autside corporate limits, write RURAL and give neorest town) 
RN aes : 
fore’ Heposit ,Rurall Life x2Port Deposit, Rural 


d, NAME OF HOSPITAL (If nat in hospital. give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION } ON A FARM? 
Cokesbury Cokesbury yes] NOK] 
NAME OF First Middle Lost 4. DATE Month Yeor 
DECEASED 


Doy H 
(ypeorpim) George Littleton Cooper DEATH 1 151957 


3. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ©. DATE OF 8IRTH ¥. AGE ln years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male Colored |wwowen py — vivorcen] “/7. - 1874 | BEM [Rem] dor Ba bi 
10a. Se ae ce cre ae aha 10b. KIND OF SUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
soa Borer id USA 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
William #. cooper Vargeret Anne Brown 


t RES Be aaa v Re eras 16. SOCIAL SECURITY NO. |17, INFORMANT ; 402 ‘ W. Pront st. - 
_ "A|_No VWartha Bolling, Wilmington, Delaware. 


18. CAUSE OF DEATH [Enter only ane couse per linesfar fo). (b). ond (ck) p= INTERVAL SETWEEN 


PART I, DEATH WAS CAUSED BY: nd y OnSEEENO Geary ' 
IMMEDIATE CAUSE {o 2 ie 


Ly. / UE TO 
Conditions, if ony, which {b) 
gove ri to immediate 

co¥se (0), stoting the ynder- ela 
lying couse lost. fe). 


Part Il, OTHER SIGNIFICANT Le rere TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. hae AUTOPSY 


FORMED’ 
PAL Oorve ~ NECE UD ves 0 NOM 


200. ACCIDENT WAS UNDERLYING (J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —20e. PLACE OF INJURY (Home, form, } 20f. (City or town) (County) (State) 
Hour o.m. While Nat while factory, street, office bldg., etc.) } 
p.m. 19 Jot work [] ot work [J 


21. I certil 
alive on_-s 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, ae) we 


od. SA— 2 —s ‘ 
Soret LAD APEAIE D0... et UL feat 
- 


ee f= $B = =. 


mews / a cence EMSS Ox. 


220. BURIAL, yeast ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, or county) 
Biter 1-19-1957 | coakesbu POrt Depo fii 
ML iA 2 


—- 
PHYSICIAN'S 
2 


2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
2 oe 
pare /-/'7— SEI Shee 2, Me 


ion, 


Page 4 should be 
buriol, cremoti 


If ony delay is necessary, pleose exe- 
jirector. 


= 


@ registror prior to 


form PM3. Poge 5 moy be retoined f: 


in ttem 18. Give Pages 1, 2, and 3 to the 
ronsit permit. 


writing the word “‘pen 
: Page 3 should be used as o burial 


ded to the Chief Medical Exominer’s Office ofon: 


utesthe certificate, 
HERAL DIRECTOR 


or removol 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00500 
y EDICAL EXAMINER’S CERTIFICATE OF DEATH i 


A Reg. Dist. No. 
1, PLACE OF DEATH bs 2. USUAL RESIDENCE {Where deceased lived. If inslitution: Retidence before odmission) 


» COUNTY 
h, Cecil marriano || °° STATE Mq , BICOUNTY -@@Cicl 
b. cry OR TOWN uous corporate limits, write RURAL ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
i. s 
“Elkton 12 hours jy; Elkton 


@, NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) 8 STREET ADDRESS + RESIDENCE 
Union Hospital ‘108 Hollingworth Manor ves (] NODE 


3. ae OF First Middle Lost ra DATE Month Doy Yeor 
freer) = LOUL Se Jean Creswell DEATH Jan, 2 9 


3. SEK 6. COLOR OR RACE |7- MARRIED [_] NEVER MARRIED [3] 8. DATE OF BIRTH 9. AGE (to years IF UNDER 24 HRS. 
Sea gt pryby| Doys Min, 
F wiboweo[] —sopvorceo 3-9-—54. yn. 
Ns. Cg. OCC UEATION Give ni Teta done} 10b, KIND OF BUSINESS OR INDUSTRY | 31, BIRTHPLACE (Stote or foreign countly V2. CITIZEN OF WHAT COUNTRY? 
joring most af.working lifey even if ret 
‘Tarant’ Elkton, Md. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


George E.Creswell Louise Bolton 
oe a lp ot ieee eS ee 
eee eo O08 Ho ngworth 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b}, and (c}.} arena el 
PART DEATH DIATE CAUSE fo} First and Second degre burn 
Lo DUE To back and right arm. 
*, If any, = rs ostatic Pneumonia 


jove rise ta immediat 
gove rise ta immediate cavre DUE TO 


(0), stoting the underlying 
cause lost. ria, —————— 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port II of item 18.) 


f Pulled a hot Pot of coffee on herself 
20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED 1200. PLACE OF INJURY (Home, form. 1 20f. (City or town) (County) (State) 
Holy i. 1- 2l; ST] White, __ Not while | foctory, strest, office bldg. ete.) 
pm. 7 7 Cot work [J] ot work Ch t__ Elkton Ma 


21. L certify that | took charge of the remains described above, held an Autopsy [J], Inspection [[], Inquiry [_], and find that 
death resulted from: Notural causes (J, Accident [, Suicide [1], Homicide (0. Undetermined cause [7]. 


/ / «d 24 
ACTUAL AL ‘ime DATE SIGNED 
SIGNATU Mp, CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER [[} I= 5m 56 
NAME (yee) R C.Dodson DEPUTY MEDICAL EXAMINER [> 


To. BURIAL, CREMATION, | 22. DATE THEREOF ‘Fic. NAME OF CEMETERY OR CREMATORY %2d. LOCATION (City, town, of county) {Stote) 
“REMOVAL (Specify) ; bad a ¥ 


lo fo- 7 r] / ~ 
“2. : tb ( Hee / With Af a ERE: 
23. FUNERAL DIRECTOR'S SIGNATURE A da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
; Pea ree! Peel ( ; 4 7 a ‘7 
OF oS La~ Ac~ (2%, | _| DATE Seah (Jr 


MEDICAL CERTIFICATION, 


3A nvaund 


T O€ Nvf 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
=i » 518 CERTIFICATE OF DEATH vee om O01 


is 
J ~ y 1 Cuan = pei aoe (Where deceased lived. If institution: Residence before admission) 
°. °. 

3 Cecil MARYLAND District of Colshity 
rs 3 b. anes TOWN (If Ene at ir il ENGTH OF STAY IN 1b | c. CITY OR TOWN (if outside corporate limits, write RURAL ond give neares! town) 
3 ‘09g give nearest town none, 
52 erry Point 2 mo. 22 dayg// }x-sWashington 
2 2) d. ee (If nat in hospital, give street oddress) d. STREET ADDRESS: e. PaaS 
BS Veterans Administration Hospital 2618 University Place,N.W. ves ]_NO Bt 
5 5 3. NAME OF First middle tort 4. DATE Month Day Year 
ted Type erie ROBERT (NUT) CROSBY DEATH January 2h 19 57 

5. SEX 6. COLOR OR RACE |7. MARRIEDOGIE NEVER MARRIED [-] | 8. OATE OF BIRTH % AGE ieee IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ost pr t 
3, Male Negro = |winoweo. —oworceo) ||) 320-91 Piel eee bas me 
¢ ge 10a. USUAL OCCUPATION (Give kind of werk done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g +t = curing oer of ets, life, even if retired) 
ze 8 | ontractor Unknown South Carolina USA 
3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
wee Ira Crosby Bliza (? 
a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(fer, no. oF unknown) {lf yea, give wor or dates of service) 
/ LYes wii 8 22 7257 | Hospital Records, VAH, Perry Point, Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ().J INTERVAL BETWEEN 


ONSET AND DEATH 


4-5 days 


PART |, DEATH MEDIATE Cause jo. _BrOnchopnewmonia, right lung, unresolved 


DUE TO 
Conditions, if ony, = w_Pyelonephritis, bilateral—staphylococcus albus 


Then plea 


unknown 
gove rise lo immediote 
couse {0}, stoting the under. ( OVE TO 


lying couse lost. (©). 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Poge 4 


5 
Doe 
S22 
eed 
£25 
=e 
a ae 
fer 
BEC 
< & c 
sas 
ceo 
Gc ae 
‘38 5° 4 Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
Rofo on ic 
ag56 LVS Arteriosclerosis, general, severe - unknown ves Gt No O 
euBs = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port U or Port II of item 18.) 
See & | OR CONTRIBUTING C] CAUSE OF DEATH 
sees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee es 
opss & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5.2 8 8 8 Hour While. Not while foctory, street, office bldg., etc.) 
ers 2 4 19 Jot work [1] ot work (J ‘ 
eo a 
Te 21. | certify thafDottended the deceased from... 2_, 1958, tos 2A 19.37 KAPPA ALEK 
®. 
= iS $ 3 death occurred ot 42.15 Pm, from the causes and on the date stated above. 
= O38 ' ADDRESS (Street, city or town, stote) DATE SIGNED 
2e38 actuat } mo. VeA» Hospital, Perry Point, Md. 1-25-57 
3 g GNA Fe eh hare She J Neri ey 
£aRa ‘ 
Dis ie PHYSICIAN'S 
exit Name (tyed___W. OPFLER = Director, Professional Services 
3 EY To. SutAL, earn ‘22b. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
> 
pee HOMbDvET" 1-25-57 Arlington National Arlington, Va. ; 
aes a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE > 
Yaa viss! oe 1 25-57] ee F , Merged 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 0 t 
s 52S CERTIFICATE OF DEATH a 0s Bo 


ee ial 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
+ o ry 
cecil MARYLAND Ma. b.cOUNTY Geedl 


b. CITY OR TOWN (if autside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 2 
conowingo Rural Life K2.cogowingo » Rural 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} ,d. STREET ADDRESS RESIDENCE 
OR INSTITUTION INA FARM? 


Rowlandville Rowlandville ves C] No (ft 


3. NAME OF irst idl 4.04 
eek Firs Middle lost ‘TE Month Day Yeor 


(Type or prin!) Gaylord curry DEATH a: 2 1927 


5. SEX & COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] | ®. DATE OF BIRTH AGE (in geo IEUNDER EAR UNDER 24 RS 
: irthdoy| Monthy Dao, in. 
Male White |woownog pivorceo [] 3-4-1906 50 roe alc | mn 


10a. USUAL OCCUPATION 1a kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 32. CITIZEN OF WHAT COUNTRY? 
during most of workin: en if retired) 


| e ibter Gen.construction. Md. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
. William G. cur Flla Billingsley 
i Wate ca mieaar a EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
| io REESE] 52-5175] Marie Z. Curry conowingo Nd. RF D. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), (0) and (61) 7 (INTERVAL BETWEEN 


T AND DEAT, 
PART §, DEATH WAS CAUSED BY: % 
IMMEDIATE CAUSE (0 Le) ne LJamANW Harn cf 


“ in DUE TO 


oll 


1d in by the funeral directar, 


Pages | and 2 shauld be filed with 


= 


a 


Then please remove carbon papers. 


Conditions, if any, which (o) 
Qove rise to immediote 

cote (0), stoting the under. ( OVETO 
tying couse lost. (2. 
ge 


Paar IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 
ves [] NO 
20c. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port if of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDIGAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not site foctary, street, office bidg., etc.) ! 
p.m. 19 fot work [7] ot work H 


21. | certify that { attended the eke i tet 
alive an__f 2 


cate has been signed by the attending physician and complete! 


tending physician. 


MEDICAL CERTIFICATION, 


=e (Street, city of town, stote) 


4 


MD. 


Saar 


pig a 59-1957 Honewe Port Deposit wd, RB 


ADDRESS Pda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Ae widore Perryville Md. ome /~3--*'7 | Qrene Epler 


should be detached for use as the burial-transit permit. 


RAL DIRECTOR: After this certi 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


may be retained by the haspital ar 


TOR 


pol 


< 
© 
> 
oS 
© 
z 
3 
Ey 
3 
s 
<€ 
r} 
i 
3 
8 
£ 
x 
a 
3 
= 
: 
2 
a 
5 
3 
3 
2 
° 
e 
2S 
= 
5 
8 
= 
S 
8 
4 
. 
3 
s) 
e 
= 
3 
= 
q 
2 
& 
2 
z 
a: 
2 
= 
ei 
= 
< 
Q 
a 
oy 
= 
a 
oe 
z 
E 
< 
ra 
°o 
3 
< 
is 
= 
a 
fe} 
=x 
° 


inal 


g 


¥ ‘A nvaung 


PL NVI 


ail 
(aaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0) 5 0) 3 
BON CERTIFICATE OF DEATH wneactae 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
o. COUNTY 0. STATE 


_ Cecil MARYLAND || * Maryland P COUNTY Harford 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN tb . CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest town) 
RURAL £3 give nearest town) 


erry Point limo. 7 days|/2 i) :Havre de Grace 


d, NAME OF HOSPITAL (If not in hospital, give stree! oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Veterans Administration Hospital 833 Juniata Street ves) Nose] 


3. NAME OF First Middle Lost 4. DATE Month Day Yeor 


DECEASED OF 
(Type or print) ENRICO DI VINCENTIS DEATH January 2. 19 57 
5. SEX 6. COLOR OR RACE |7. MARRIED BX] NEVER MARRIED [] 8. DATE OF SIRTH 9. AGE, {in yeow [EUNDER 1 YEARLIF UNDER 24 HIS. 
jos birthdoy) | Month : 
Male White  |wooweng pivorceo Q) 3-12-1890 te ys lots Faced Beas a 


1c, USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Mechanic(Retired) | A tillery -Aberdeg¢n Italy USA 


13. FATHER'S NAME OVing OUP] 14. MOTHER'S MAIDEN NAME 


Angelo DiVincentis - Deceased Marie Tonnella - Deceased 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? j16. SOCIAL SECURITY NO. ]17. INFORMANT Address 


Tye, 10, oF unknown) 


Yes eT | unknown Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


'. ONSET AND DEATH 
PART. DEATH WAS chustD av.) Laennec's cirrhosis unknown, 


eck 


= 


‘din by the funerol dir: 


i i md 
1 ond 2 shauld be abs 3 


+ 


rbon popers. 


iS) 


Then please re 


Conditions, if ony. which Arteriosclerotic heart disease 
gove rise to immediote 
|. stot the under- 2 
ili ean Aortic stenosis due to arteriosclerosis 
‘AS AUTOPSY 


Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. econucs 
¥y Arterliosclerosis, general ves) NOXK 


20a. ACCIDENT WAS UNDERLYING [J _ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour an. While Not while factory, street, office bldg., etc.) | 
p.m. A 19 Jot work [1] ot work [7] 


21. | certify thakIKattended the deceosed from! 2d, 19.9.1, REP PRA AROR ARE 


0am, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo, VeAs Hospital, Perry Point, Md, 1-21-57 


|, cremotion, or removal, ond in ony event within 72 hours der death. 
MEDICAL CERTIFICATION, 


RAL DIRECTOR: After this certificate hos been signed by the ottending physicion ond comple 


should be detoched for use os the burial-transit permit. 


eae » OPPL' Director, Professional Services 


72o. BURIAL, CREMATION,| 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City, town, or county) {Stote) 
AE / | 128657 Mt. Erin Havre de Grace, Md. 


Eee 


23. FUNERAL DIRECTOR'S S| aa" ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE F. P. 
t pare J -5 {ae = , la ay 


moy be retoined by the hospitol or ottending physicion. 


the registror prior to buriol, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 00504 
496 CERTIFICATE OF DEATH ges 


- Reg. Dist. No. 
s= J ~ 
23 / “1. PLACE OF DEATH < 2. USUAL RESIDENCE (Where deceased lived. If institution: pia? admission) 
Fa 3 ( 0. COUNTY Geeil yee °. STATE Nd b. COUNTY ecL 
32 ‘y 
eat B. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5a RURAL ond give neorest fown) . 
2 Elkton 23 days X~dvalvert 
22 d. NAME OF HOSPITAL (If not in hospitol, give sireet address) d. STREET ADDRESS @. 1 RESIDENCE 
ad OR INSTITUTION ( ON A FARM? 
Fe nion Hospita itz. Jig as. ves (]_ NO fy) 
ee 
£6 3. NAME OF Fi idl 4. DATE 
ts RICE inst Middle lost DA Month Doy Yeor : 
* Uesouens Duane ECCLES brad Januar 26 19 


. 5. SEX 4. COLOR OR RACE |7. MARRIED [J] NEVER MARRIED [J | 6. DATE OF BIRTH 9. AGE (In years {IF UNOER 1 YEAR]IF UNDER 24 
lost birthdoy) Goya Mine 
; M Wh wooweo fC] oworcD EX [March 25, 1867 | 8g. m|™™| om | Hn] 
Wa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZENSOF WHAT COUNTRY? 
during most of working life, even if retired) 
Retired Lumberman Penna U."S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
my ee * 
John Eccles No Information 
15. WAS DECEASEO EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. oF unknown) (1 yes, give wor oF dates of service) . . - 
) Albert Eccles Nottingham, Pa, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: pp ee] 
IMMEDIATE CAUSE (o} 


¥y DUE TO 


Conditions, if ony, which a Artepiosclerosis 


gove rise to immediote 
cote (0), stoting the under. ( OVE TO 
lying couse lost. ©) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTOPSY 


PERFORMED? 
vs] nog 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (Stote) 
Boer “ete While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work (J ot work (J H 


21. | certify that | attended the deceased from,___di=- A578 9 tobe .. 199.Z_.,that | last saw the deceased 


Then pleose remave carban papers. 


MEDICAL CERTIFICATION: 


olive on at ay 1257. ond that death occurred o&. 20__PM, from the causes ond on the dote stated above. 
a ADDRESS (Street, city or town, stote) DATE SIGNED 
{ Senari M.D, a RA SOg..Sun,. MG. <a ASe7=5i 6 


PHYSICIAN'S 


NAME (Tyee = F's C 4 DOCS Oy 


To. BURIAL ery Tc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) {Stote) 
iY) 
uriall 1-29-19 Hopewell Cemeter Rk, D. Port Deposit ma 


23, FUNERAL DIRECTOR'S SIGNATURE RESS 24a, REC'D BY REGISTRAR ‘2ab. REGISTRARS SIGNATURE 
25 9b Dyin Abs mn 
2G FZ 


RAL DIRECTOR: After this certificote hos been signed by the attending physician and camplete 


should be detached for use os the burial-tronsit permit. 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs ofter death: Page 4 


7 
DATE 3-0f/> ee 


ry 
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Fig 
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hours ofter death: Page 4 
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The low requ 


ATTENDING PHYSICIAN 


ire death. 
A ) 
A 


Then please remove corbon popers. Pi 
t within 72 


in any even 


-transit permit. 


certificote has been signed by the attending physician and complete! 
, OF remavol, and 


ion, 


id be detached for use as the buri 
to burial, cremoti 


‘Or prior 


aati is hi tate DEPARTMENT OF HEALTH—BALTIMORE, 18 
em 
‘CERTIFICATE OF DEATH becvdiis we 


2. USUAL RESIDENCE (Where deceased lived. If infitution: Residence before od 
MARYLAND pile 1, EHCOUNTY, ° 


Y}) Ay mae a 
b. CITY OR TOWN (IF CiSse de corpo c. LENGTH OF STAY IN Ib | c. CITY OR TOWN Uffoutside: corporote mits, write RURAL and give nearest town) 
’ 


RURAL ond 
Mo. KO yOu oO < BAA Aha 


iE OF HOSPITAL {lf not not |, give aiveet address) , d. STREET ADDRESS Te. IS RESIDENCE 
“OR INSTITUTION (7 ON A FARM? 


Nten~ F or ee a 
NAME OF First Middl é Me ve 
DECEASED Re nee OF Mp bes eid ia 
(Type or print) 3 79 1957 
SEX cc. id BRACE 17. MARRIEDSRY NEVER MARRIED [] ] 8. DATE OF BIRTH SA ly ors [FUNDER TYEAR)IF UNDER 2¢ HRS. 


wioowed [] Ovorceo F] Dee, y /? 06 oft bi TY. | ales Hours] Min. 


¥Oa. USUAL OCCUPATION (Give hte of work done]10b. KIND OF BUSINESS OR INDUSTRY |11. errs {Stote or foreign a 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) U 


oA AA ] e 


14. MOTHER'S MAIDEN NAME 
4 
Oe Crd sured 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


(Yer, no. oF unknown} {If yes, give wor or dates of service) 
ASANO 4. 
18. ‘CAUSE OF DEATH [Enter only one couse perJine for (a), (b), ond (c}.) C\ INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: 
| IMMEDIATE CAUSE (0! 


DUE TO. 


f)« 
13. FATHER'S NAME 


Conditions, if any, which 
gove rise to immediote 
couse (a}, stoting the under- 
lying couse lost. 


Part il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. ped AUTOPSY 


RFORMED? 
ee O xno 

20a. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part I! of item 18.) 

OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER} 

“Kaas 
20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, Farm, 120%. (City oF town) (County) (State) 
Hour a.m. While Ret in factory, street, office bldg., 
p.m. y lot work [7] at work 


21. | certify that | attended the deceased fram, See 19. BF to Afb 9_ 19H jthat | last saw the deceased 


alive on________ 8 mee —* aay ap , and fat death occurred ot_.9 98m, from the causes and on the ~ stated above. 


settee Neal? Sted. —- Rrconana seer fht rod wfi9\¥5 


Ra. Poa ae aey 2b. DATE THEREOF ‘Zc. NAME OF he ‘OR CREMATQ 22d. LOCATION Cig 4 ‘or county) nn. 
EMOVA\ } 
Seas f 2. a 57 et et $ 
. pce " Rec ee bo. oe SIGN 
So 


MEDICAL CERTIFICATION 


IKCY 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death? Page 4 


; 522. CERTIFICATE OF DEATH et 8 


Z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 5 06 


al 


se 
= '; ( is oe agai 4 2 Sree (Where deceased lived. If institution: Residence before odmission) 
\ o. o. 

38 cecil MARYLAND Ma BrcoUnY Gee il 
6 ig b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
$ al RURAL ond give nearest town) 
eal Perryville, Rurel | 57 yrs Perryville, Rural 
or 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress} /d. STREET ADDRESS: RESIDENCE 
sll > OR INSTITUTION : INA FARM? 
ry ; Aikin Aikin yes 1] no 
ee ——s 
,2 8. 3. NAME OF First a Lost 4. DATE Month Doy Yeor 
Ue DECEASED s OF 

(Type or print) Sallie Fisher DEATH 1 10 19 O7 


5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] [© DATE OF BIRTH AGE (In yeors [FUNDER | YEAR|IF UNDER 24 HRS. 
oF ithdoy) in 
Female white wiboweoX] ovorceo} |Sept.8, 1863 ayn a erm Mm 


ge if 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
NG during “i 8 ee life, Withe retired) 

5 t own Home ua 

& 13. FATHER’S Riis 14. MOTHER'S MAIDEN NAME 

o 

$4 Unknown Unknown 

8 1S. WAS Meee ge et IN U, S. ARMED FRE 16, SOCIAL SECURITY NO. . INFORMANT Address 

5 | | Bien no. or No” It yes, give wor or dates of service), 

5 _lourtis E. Fisher, Rising Sun,Md.Rural 
o 

F 


1B. CAUSE OF DEATH [Enter only one couse per line, g hood « ond (¢)-J 5, PSE Wid ts 
PART I. DEATH WAS CAUSED BY: A) ro Lt, SE Of b lye aay EO 
|. IMMEDIATE CAUSE (o] GL! £ ra > aw, 


a ag a a, 
DUE TO 


3 

3 
a4 
e 


Conditions, if any, which by 
gove rite to immediote ‘ 
cote (0). stoting the yader- (DUE TO 
lying couse lost. 


icate has been signed by the attending physician and cone 


£ 
a 
6 = Ft SO ERMINAL DISEASE CONDITION GIVEN IN PART Ho) |19. cas AUTOPSY, 
a rhe WA FORMED? 
2 Ns SVE ES vs NO 
2 & [200 . ACCIDENT WAS. $ UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port (or Port ll of fiem 1B.) 
= & ] OR CONTRIBUTING C] CAUSE OF DEATH 
£ & | ir citee NOTIRY MEDICAL EXAMINER) 
= 2 
58 & 20c. TIME OF INJURY Month, Le Year | 20d. INJURY OCCURRED —_{20e. Beace OF INJURY tHome, farm, 1 20F. (City or town) (County) (Stote) 
“38 5 Hour 0. m. White Not ier foctoty, street, office bid a 
Pe z him. lot work [} of work 
aes 7 | az 
23 21. | certify thertsI — he deceased from.___. mA 2 4t., 12 wd VS a 1% _fthat | last saw the deceased 
< 
ee alive on___Ay A BS. 19,.62__f., and that death otéitred ink Qi ne “M, fram the causes dnd an the date stat 
gs \\ ZG oe 
Bs } ay CLL SILJAD? MDa Vane 
az ‘ 
3 
<2 
oc 


pa pe I. Benson, M.D. 


as 8 ges 1957 st. Marks perryville vd. Rural 
= cy 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S. SIGNATURE Pi 
VS A15 (4) \ rit Fi Lr Af ane vee SY. ee ee € hwy che 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
= ' 523 CERTIFICATE OF DEATH 


ONS 0% 


in Reg. Dist. No. 
oy iB or z pelea panna (Where deceased lived. If institution: Residence before odmission) 
°. 2 °. b. COUNTY j 

* #2 Cecil MeYtANS WASHINGTON DC VA 
= 3 g b. CITY OR TOWN (IF outside corporote fimits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town} 
8 8 RURAL and give nearest town) 
2 e8 Perry Point 1_moe10 days || + s 
2 = i d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
oO = a OR INSTITUTION ON A FARM? 
§ 34 ans N Street, Ni ves [] NOL 
2 = 6 3. NAME OF First Middle lost 4. DATE Month Doy Year 
= 2- ; 
se (Type or print) GEORGE FINLEY FRANKLIN DEATH January 22 19 57 
6. COLOR OR RACE |7. MARRIED B®] NEVER MARRIED [] ]©. DATE OF BIRTH 9. AGE (In yeors [FUNDER T YEAR] IF UNDER 24 HRS. 

s jonths, Mil 

33 wiooweo ff] __ovorceoC] |August 25, 1890 660 om. y 

= a 100. USUAL als dled) {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

2 ie 3 during most of working life, even if retired) 

comets | | Salesman (retired North Carolina U.S.A. 

me 8 s V3. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

tJ nu 4, 

then ALBERT FRANKLIN MARTHY COFFEY 

15. WAS DECEASED EVER IN U. S. ARMED sale 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(You. Ro. oF unknown}, {IE yes, give wor or dates of service! 


Yes WT 78-28-9738 | Hospital Records, VA Hospital, Perry Point, Ma. 


V8. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c)-] INTERVAL BETWEEN 


Then please 5 


= : ONSET, AND DEATH 
fe 1 DEAT MA ee jo te Bronchopneumonia, bilateral, unresolved » to 6 days 
| oh QUE TO 
Conditions, if any, which m2 Pyelonephritis Unknown 


gove rise to immediote 
couse (0), stoting the under. ( OVE TO 


lying coure lost. Prostatic rtro benign Unknown 
Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. place aa 
Arteriosclerosis, generalized, moderate ves @ No] 


20a. ACCIDENT WAS UNDERLYING CJ ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CF CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, ah Hoag (City oF town) (County) (Stote) 
Hour oa. 7. While Not while factory, street, office bldg., etc.) 
Pm jot work [[] ot work [7] Hl 
Ve 


Zz 
Q 
< 
y 
& 
a 
te) 
2 
z 
a 
6 
2 
= 


5 Pm, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


should be detached for use as the burial-transit permit. 


PHYSICIAN'S: 
NAME ( 


IAN'S if, OPPLER 


sf 
. M 
To, coer CREMATION, he a ‘Zac. NAME OF CEMETERY OR CREMATORY. ‘Md. LOCATION (City. town, or county) (Stote) 
RENO Pea of) . A * 
Reet TY SY Arlington Nationa A neton 


RAL DIRECTOR: After this certificate has been signed by the attending ph: 


* 


the registrar priar ta burial, cremation, ar removal, ond in any event within 


may be retained by the hospital or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wi 
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a 
= }23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS — 2da. REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS AIS (4) F J @ 7 q 
15M. ye t= (a nn A Feet Mi | LO Wo Chali. hier , \ b 19! )f % silt ghert, 


Toth, Pe 


4A nvrund 


33 NVI 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 5 0 8 
, _ NSQICAL EXAMINER'S CERTIFICATE OF DEATH OC 


Reg. Dist. No. 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If Instllution: Residence. ae admission) 


“a. COUNTY 
E Cecil. MARYLAND | «stare Md, b.counry Ceci 
b. CITY OR TOWN (It ounide corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b . CITY OR TOWN {IF outside corporate jimits, write RURAL ond give nearest town) 
‘ond give neoret town} ; JOWN, : 
iYSifig Sun Rural Ko RESTAE SER" HaRaT 
2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give sireet address) d. STREET ADDRESS e. rf Gaee: 
ves] Nol] 


3. NAME OF First Middle Lost 4. DATE Manth y Yeor 
DECEASED 
{Type or pri) _attie Esther Gerhard Beata £ aU. 9 2 7 


6. COLOR OR RACE |7- MARRIED [af NEVER MARRIED [J] €. DATE OF BIRTH 9 AGE yron [IEUNDER EAR] 1F UNDER 24 HRS. 
L Hi Min, 
W wiowe] —ovorceo | Qed L913 ES bd Dey: | Hours | Min 


ye USUAL te pares Sarl al phat done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
juring most of working even if r 
*"House wife House work Smith Co. Va. U.SeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David Powers Callie Stocks 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT. Address 
(ex, 00, or unknown) {IF yes, give wor oF dates of service) 3 Ma 
no. = 34-668 harley Gerhard, Rising Sun, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b), and (c).) INTERVAL BETWEEN 


: (ONSET AND DEATH 
PART | DEATH WAS CAUSED BY. Acute Coronary Occlusion 


DUE TO 


, 


Conditians, it any, which Nephritis 

gove rite to immediate cause 

(0}, stating the underlying( OVE TO 

covre last, = (e. 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
EIA 
S LAO. I yes Not 
© 1200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of ilem 18.) 
& | PRIMARY LE] or CONTRIBUTING 
5 | CAUSE OF DEATH. 
= ——————— ee 
& | 20c. TIME OF INJURY — Month, Day, Yeor ~[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F, (City or lown) (County) (Stole) 
5 Hour 9, m. While Not while factory, sireet, office bldg., alc.) | 
= p.m. vw ot work [1] at work t 


21, I certify thot | took chorge of the remoins described obove, held an Autopsy [_], Inspection [-}, Inquiry [fond find thot 


deoth resultgenfrom: Notural couses [> Accident [], Suicide [], Homicide [], Undetermined couse []. 
UAL . DATE SIGNED 
nots moo, CHIEF MEDICAL EXAMINER [7 
ASSISTANT MEDICAL EXAMINER [7] 
NAME yp) R,C,Dodson DEPUTY MEDICAL EXAMINER (3 1-24 59 
Me. BURIAL, CREMATION. [2ab, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
; pyc) cow 


2 UE a Wily Lrg = e 


fa a 
— fo. REGISTRARS SIGNATURE 


a. REC'D 8Y REGISTRA 
: sche SF), MA, SUA GlP? 
J 


$A was 


Danse! uo 


er or 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 005 09 
CERTIFICATE OF DEATH Reg. Dist. No. : 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before admission) 
oT cecil marviano j| ° STATE cg b.county Cecil 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town} > 
perryviile Life Yoperryville 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION } ON A FAR 


__Elm st. Blm st. 
3. NAME OF First Middle lost 4. DATE Month 
(Type or prin!) Susie vay Gillespie DEATH al. 
5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED 8. DATE OF BIRTH 9 ABE tie ears UF UNDER 1 YEAR) {F UNDER 24 HRS. 
y) Month; Bo: Min. 
Female yhite |wwoowe pvorceoC] | Sept.1,1874 oes bs Ce Nee se in 
"Oa. USUAL OCCUPATION iGive Kind of wrk done] 0b, KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE [Siote or foreign count) 12. ae ‘OF WHAT COUNTRY? 
luring most af working life, even if retire re 
*Glerk General Store NV 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
peter Gillespie Amanda Harris 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 


ee ee eee Tréne Sey tman, perryville »Ma 


18. CAUSE OF DEATH [Enter only one cause per line for jg, (b), ond (ch-} : V INTERVAL BETWEEN 
PART {. DEATH WAS CAUSED BY: , Ate LAD VLJ eee eS 
IMMEDIATE CAUSE (0) Le 4 


[HA 
Bal xX DUE TO ) y, 


. fp 
Conditions, if ony, which i; LE Ce te 
gove rite to immediote 

catse (a), stating the under. ( OVE TO 


tying couse lost. (c. 


- ER SIGNIFICANT CONDITIONSEONTRIBUTING TO DEATH ABUT NOT RELATED.TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Miebye YY 


4 / y, —— 
WAd2graee hells if Me lake Ca 50 Nope 
20a. ACCIDENT WAS UNDERLYING [)__ [20b. DESCRIBE HOW INIURY OCCURRED[Enter nludre of injury in Port¥er Port Hof item 18.) 


OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City ar tawn) (County) (Stote} 
Have 9. m. While Not whil foctary, street, office bldg., 
PA: 19 Jot work [J ot work (Fp (4 H 


21. | certify/that | attended the deceased fram_¢ Leh Wie... Sd, tof GV #7 19.77 that | last saw the deceased 
alive ane 4 4, fs .M, from the causes Gnd an the date stat 


ADORESS (Street, cy attpwn, stote) 
chad, Lhe = 
NAME (yee) enson, M.D. ee ete 
22o. SE ea 22>. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county} (Stote) 
Burial” 11-20-19 Hopewell Port Deposit ,Md.Rural 
On JERAL DIRECTOR’: |ATURE 4 ADDRESS 2do, REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE - Z 
5 Sia > { 
LL A J effrr0 At Perryville ,Md. ome /-20-97| Drene & hee 2 Z 


p. 


~ 


~ 


Then please remave carbon popers. 


Z 


ate hos been signed by the offending physician ond complete 


ding physicion. 


MEDICAL CERTIFICATION 


~ 


may be retoined by the hospital or at} 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH O05L by 


1. PLACE OF DEATH 2 page! ‘eae (Where deceased lived. If institution: Residence before admission) 
0. COUNTY £ MARYLAND b. COUNTY rs 


. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib f ¢ i OR TOWN C outside corporote limits, write RURAL ond give neares! town) 


RURAL CeysTp PL Bs 


eoeell 


d. NAME OF HOSPITAL (tt A. in ee give street address} d. STREET os 
OR INSTITUTION $ / 


d in by the funeral directar, 


; WC EJ. vate 
D OF 
(Type or print) CG se EY DEATH 


5. SEX ( COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [J | 8. DATE OF BIRTH SERGE [in ¥en 


is 1 and 2 should be filed wit! 


@ 


Then please remave carbon papers. P. 


, widowep] _—sobivorced [J] A UG.26, /V06 ro 


100. USUAL OCCUPATION 5 a kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. Lyla: (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even it retired) 
= a 
! AES OR MPNR {\ Semm E Sor Wy, fy) L) oe 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


1) eegee Gerey TE Penne 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yes. no, oF unknewn) Iit yes, give wor oF dates of service) 


a | ee | ae £42-03- FOR Rs HE 
INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond, (c)-] INTERVAL BETWEEN! 
7 


9 pei DEATH WAS CAUSED BY Cere birt ¥ Cm “p 
TOK DUE TO 


Conditions, if any, which ) p thr y WA kn ases b Pads 
gave rise to immediate 
cause (a), stating the ynder- BUETO , t 
lying cause tost. nm ALrCI2OTFIa b rte 
Paar Il, OTHER SIGNIFICANT Ae. CONTRIBUTING TO DEATH BUT NOTAELATED TO THE TERMINAL DISEASE CONDITION es IN PART (0) | 19. io abel 
Aru ple. DO Are sVCere/ Jore festa 


‘xg te ra No [-— 
20a, ACCIDENT WAS UNDERLYING CY” | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part or Part Il of item 16.) 
‘OR CONTRIBUTING LC] CAUSE OF DEATH 
(lf EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, gos Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stole) 
Hour a. #1. White Not wiles factory, stree!, office bldg., cli H 
p.m. jot work [~] ot work 


21. | certify that | attended the deceased from_ ( nnane WSLG, to. she ees we 5 19S Z.thot | last saw the deceased 


alive ons LEH, say 2s Z . and hen feath occurred at... LS From the causes and on the date stated above. 
é ADDRESS (Strget, ci , DATE SIGNED 


south 0. ae ke OLL fA, f. L8 len SP 


PHYSICIAN'S 
NAME (Type) ae a ee ee — 


‘22a. BURIAL, CREMATION, fa DATE Ea ee my NAME oF CEMETERY OR CRE: a peas (City, town, or county) (Stote} 
nie. (Specify) "4 
fas Gilfo, "E tf [764 By 
i oop Deas. legen Dud ni" SY REGISTRAR | 24b. REGISPRAR'S SIGNATDIRE 
Sf. d My LeEtt i) J), SHA D 


fter death. 


RAL DIRECTOR: After this certificate has been signed by the attending physician and cample! 
MEDICAL CERTIFICATION 


should be detached for use os the burial-transi! permit. 


the registrar priar ta burial, crematian, or removal, and in any event within 72 h 


moy be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 005 1 
t 5296 CERTIFICATE OF DEATH Rear bies Wa: Hl 


-2 


1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived, If institution: Residence before odmistion) 
. COUNTY 9. STATE b. COUNTY 


Cecil Hae ANS New Jerse 


b, CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outtide corporote limits. write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Perry Point Byrs,llgo.28days Chatham 
d. NAME OF HOSPITAL (If not in hospital, give street address) | , ,d. STREET ADDRESS: e. tS RESIDENCE 


2 OR INSTITUTION be : A = ON A FARM? 
Veterans Administration Hospital 1) 3 Chestnut Street ves (]_ No 


3. NAME OF Fi idl 4. DAI 
NAME OF iret Middle tost TE Month Doy Year 


(Type oF pein) JOHN de GREENE | 5m January 3.19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [3 | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
: ae =3=93 lost birthdoy) Min. 
5 Male White wipoweD (] Divorced () | 63 ye. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
I during ae of working life, even if retired) a - 4 
V Clerk Law New York USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, of unknown) qt ye, give wor or doles of service) ; 4 = * . 
] Yes We I Unknown Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN. 


‘ 4 , ONSET AND DEATH 
PARTE DEAT MeBIATE cause o]_ALteriosclerotic coronary heart disease, severe | unknown 


42d. DUE TO 


Conditions, if ony, which p,_Myocardial fibrosis interventricular septum unknown 
gove tise to immediote soe 


courte (0), sloting the under- aes : 
tying caure fost. «_ArteFiosclerosis severe unknovn 


Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. Rupeiroeey 
‘YES, No [] 
200. ACCIDENT WAS_UNDERLYING (]_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port {or Port I of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IE EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 208. PLACE OF INJURY (Home, form, ¢ 20F. {City or town} {Counly) {Stote) 
Hour 0. f. While Not while foctory, street, office bldg., etc.) t 
p.m. iN 19 jot work (J ot work [J] ‘ 


21. | certify thoDtyuttended the deceased from._January 6, 19.23, to January 3___, 19.57 tromtioosawchodacemet 
LIE ON OSORNO ODOC IOOON, and that death occurred at_.93.20 PM, fram the causes ond an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
Vel» Hospital, Perry Point, ld. I=he57 


led in by the funeral director, 


1 ond 2 shauld 


@ 


lea 


Then please remove carbon papers. 


ransit permit. 


MEDICAL CERTIFICATION 


should be detoched for use os the buri 
the registrar prior ta burial, cremation, or removal, and in any event within 72 haurs oftey 


Director, Professional Servi 


‘22. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county) {Stote) 
Arlington National Arlington, Va. 
24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE. ys f 
vate Yin F—-S 7 here E. phd Fetal 


RAL DIRECTOR: After this certificate has been signed by the attending physician and complet 


moy be retained by the hospital or attending physician. 
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jed in by the Funeral directar, 
1 and 2 shauld be filed-with.. 


® 


leath. 


Then please remave corban papers. 


RAL DIRECTOR: After this certificate has been signed by the attending physician and camplete 


cs 


istror prior ta burial, crematian, ar remaval, and in any event within 72 hour: 


should be detached far use as the burial-transit permit. 


may be retained by the haspital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0512, 
; CERTIFICATE OF DEATH Reg, Dist. No. 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. Hf institution: Reidence before edmiston) 
°. = a. b. COUNTY 
Ceew be gabe vp "EEC iS 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib © ain OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
rut ‘ond a ce town) % 
ELKTON 


d. Et Le Ea on ‘nat in hospitol, give street address) d. STREET par vy e. 15 RESIDENCE 
IN A FARM? 


ol 
CEP 3 Box & ELKTOW RED. Zs Bor ¥ Ed nO 
3. DECEASED First Middle Do; Yeor 
(Type or print) ? : 
5. SEX 6. COLOR OR RACE 17. MARRIED [NEVER MARRIED Oj 8. DATE OF BIRTH * nce Weise 
ie Jost b 
E MALE Vit» TE |woownQ owvoreoO | psc, 20/8 GS 


10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 
during most of working life, even if retired) 


did) EWIFE tANP 


1k ey ERS NAME 14. MOTHER'S MAIDEN NAME 


Ko BER REED IWS 0 kKEcoeg 


sh WAS ne reaaet ARHED oe trae 16. SOCIAL SECURITY NO. [17. INFORMAN’ 
Fae thie gis 
21- oS GIFWACTER am _f 


18. CAUSE OF DEATH [Enter anly ane couse per fine for (a), (b). and (¢). INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY; (Zn oon LER ee be hntot. ay ONSET AND DEATH 


IMMEDIATE CAUSE (0) a wf ore 


f DUE To 
1 Xe fideo 
Conditions, if any, which (b 
gove rise to immediote 
couse (0), stoting the ynder, ( CUETO A? ie we 2 Q Kes. ¢ 
lying couse lost. (oy SZ 
Parr fi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(o)]19, WAS AUTOPSY 


j PERFORMED? 
Ga fare we eeronm ves [] No 
20a, ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port li of item 16.) r 
OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (State) 
Hour 0. n. While Not “aie factory, street, office bldg., etc. y 
pm. Jot work [J ot work 


21. | certify that | clapaed the deceased ake : 2 hat | last saw the deceased 


alive on.. Pe iy ee 37a and that death occurred at_&-_“/_M, fram the couses and on the date stated ie 
ADDRESS (Street, city or town, Hote) _ DATE y 


220. BURIAL, CREMATION, | 22b. DATE jeq Ze. NAME OF CEMETERY OF CREMATORY 72d. LOCATION (City, town, or county} (tote) 
Bee ye? come een. eweEK a 
OR'S S ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
PRT foves Np wok 0. paw fer // re —— 
se se a 


MEDICAL CERTIFICATION: 
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a 


led in by the funeral director, 
s | and 2 should be filed 


a 


Then please remave carbon papers. 


RAL DIRECTOR: After this certificate hos been signed by the attending physician and complet: 


should be detached far use as the burial-tronsit permit. 
stror prior to burial, cremotion, or removal, and in any event within 72 haurs after? 


may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; 599 CERTIFICATE OF DEATH nes, vin, nA GO 13 


Les aa a. Lect lace teh {Where deceased lived. If institution: Residence before odmission) 
8. a. b. 
Cecil MARYLAND Maryland ay 


b. CITY OR TOWN {if outside corporate limits, write |e. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Perry Point 3 mo. 13 days|? .-/2-2Salisbur 


d. NAME OF HOSPITAL {if not in hospital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Vetezans Administration Hospital 713 Camden Avenue yes] nol) 
3. beste g First Middle lost 4. DATE Month Year 


Day 
{Type or print) WILLIAM Gé HARRINGTON | brava January 25 1957 


5. SEK 6 COLOR OR RACE |7. MARRIED BK] NEVER MARRIED [] [®. DATE OF BIRTH 9. AGE (i years TIFUNDER I VEAR{IF UNDER 24 HIS, 
5 los} birthdoy!} D. = 
Male White |wioowit —_ owvorceo 3-3~95 ae eee lis: Mec la in 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ee ‘of working life, even if retired) 


own Unknown Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Frank Harrington Isadora Pritchette 


WS Sate peed ect SRM lao ek 16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
/}_ Yes Ww I & WW II| 218 12 1630| Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond {c)-} NTE LAETWEEN 
FART OETA ait enuse (._Broncho Pneumonia, Bilateral, Unresolved 
DUE TO 


Conditions, if any, which 
gove rise to immediate 
cause (a), stoting the under- 
fying couse fost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART i(e}]19. WAS AUTOFSY 
None ves) not] 


200. ACCIDENT WAS UNDERLYING 2) ‘20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, farm, 1 20F. (City or town) (County) 
Hour 9. p. While Not while foctory, street, office bldg., etc.) | 
Pm. yy 19 lot work [1] ot work 1] H 


21. | certify thal attended the deceased from,_etob 2 _., 19.2.6 SREP OEIRAGO RIECK 


J_ PM, fram the causes and on the date stated above, 
ADORESS (Street, city or town, stote) DATE SIGNED 


epital, Perry Point, Md. 1-26-57 


‘Wo. BURIAL, CREMATION, | 22b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) {State) 
Rater | i257 _([ Saldebury, Maryland 

72, FUNERAL DIRECTORS SIGNATURE ADDRESS 24a. RECD BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Met? edehisbs Go, 7105 Bast Vain idusadhsirusg ene Fete Decectinn t « eae 


MEDICAL CERTIFICATION, 


=~ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours offer death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0 5 1 4 
» 929 CERTIFICATE OF DEATH sie, 


sé 
3 = u \ 1. PLACE OF i 2 USUAL RESIDENCE {Where deceased lived. If institutian: Residence before admission) 
5 °. 
32 cil MARYLAND “District of CofuhYs = 
Si b. CITY OR oa ==) outside carporate limits, write | ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5a RURAL and give nearest town) - 
32 Perry Point, Maryland 4 Months 26diys Washington,D.C. uJ x-* 
ae ao dé. Dh Gan Gy {If not in hospital, give street address) d. STREET ADDRESS. e begat | 
os >| Veberans Administration Hospital 113 33rd Street ,N.E. ves (] Nock 
ce = 
ze 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
os DECEASED OF iy 
2 (Type or prin) James A. Harris DEAT 1 26 19 37 
5. SEX 6. COLOR OR RACE |7. MARRIEDAG] NEVER MARRIED TD J & DATE OF BIRTH PaaS E lin yess IF UNDER 1 YEAR! IF UNDER 24 HAS. 
lost birthdoy fr Gases 
“ Male Negro wivoweo[[]~—sévorceo EE] | 9=1'7—~85 TW os oe |, eek 
og 10a. ae ee ONC (Give kind ct eo 1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
£ rina mo we gen iF rat 
a8 ~ /|_ Custodian ‘Betir ed} Unknown Baltimore, Maryland USA 


1a 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
George We Harris (Deceased) Ann Kernard (Deceased) 
Weeeate ee IN U. ae 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
/|_Xes "WL & 216 05 0465 | Hospital Records ,VAH,Perry Point,Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN 


. ONSET Al DEATH 
PART DEATH Was een, Bronchopneumonia, bilateral,unresolved 1, days 


ey 


Then pleose remove 


7 DUE TO 
Conditions, if any, which w_Arteriosclerotic heart disease,severe. 
gove rise to immediote 
cause (a), stating the ynder. ( DUE TO i J 
lying couse last. w@_Arteriosclerosis, generalized, severe. 


Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(0)|19. peg ly Ca 


YES. No [J 
20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port I af item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year }20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Home, form, 1 20F, (City oF town) (County) (Stote) 
Hour o. 7. While Nat while foctory, street, office bldg., etc.) 
pom. 19 lat wark [J ot work [] ' 


21. | certify thhl'Kattended the deceased from....@=31 _____, 19.56, ta l=26= 1 19. ST SOR ORRORERTR 
pHRORTOCCOCROSCRCOOCOCLROCORK, and that death accurred ot 32104 m, from the causes ond on the dote stoted above. 
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RAL DIRECTOR: After this certificate hos been signed by the ottending physician and complet 


should be detached for use os the burial-tronsit permit. 
the régistrar prior ta burial, cremation, or removal, ond in any event within 72 ha: 


moy be retained by the hospital or attending physician. 


ADDRESS (Street, city ar town, stote) DATE SIGNED 
F mo. ....VAR,, Perry Point, Ma. Esper et aa 
£ 4 
Tintity) JOSEPH C. GRASBERGER, M.D, Acting Director, Professional Services 
&: yy biey Guapo Ho 2b. tyes THEREOF Ze. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
ng én 248127591 /2945 Baltimore National Baltimore, Maryland 
23. Kes DIRECTOR'S SIGNATURE, ADDRESS 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATUR) 
pe ytnu VW peer eee DATE {-27-4 ts renee, y 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


el 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00515 
; : CERTIFICATE OF DEATH Reg. Dist. No. Ff 


~ 

3 € i sory Aree sul a 2. ial esi (Where deceased lived. If institution: Residence before admission) 

£o* ‘a5 Pu, ‘ MASYLAND a. b. COUNTY ty 

32 a Vd {71 — G 

Bey b. CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN Ib || _ c. CITY OR TOWN (If aulside corporate limits, wrilg RURAL ond give nearest town) 

5 here and give neorest town) ' 

22 HES PER KAA HES p PER IVE (xt 

2 £ d, NAME OF HOSPITAL (If not in hospital, gfve street address) , d. STREET ADDRESS e. tS RESIDENCE 

= 7 OR INSTITUTION 1 a ON A FARM? 

3 ‘ MaoR Crh A RS iA & MoM ves Q] Nop) 

ce 

BE 3. NAME OF 7 i * 

s - DECEASED First ‘ Middle Lost 4 pate — Month Doy Yeor 
ctype oF prin) f) RIME . OW PRD DEATH JA VL ¥ 19.57 


? 


9. AGE (In years [IF UNDER V YEAR[IF UNDER 24 HRS. _ 
Iggt birthday) | Manths] Doys | Hours] Min. 
yn. 


5. SEX 6 COLOR OR RACE |7. maRRieD [] NEVER MARRIED [-] |. DATE OF BIRTH 
PLE | WHiTE |woowom  ovorO | Juve 23, /86 


ee 
eg. Wa. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8o 3 / during most of warking life, even if retired) Ss 
Ries [TOUSE bwwr OME LID lL. Uh & LD 
58 —_ 13. FATHER'S NAME ; 14, MOTHER'S MAIDEN NAME 
| = ‘ Vl pee. 3 
Bes e/ CHA ' EK UXGA PRGA RET ‘ aM). 3 
£83 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT dress, 
aE ,) {¥eu, no, oF unknewn) (If yes, give wor or dates of service) j v fi 
ger a — Hage Dv 2D ECil Tow. /1p. 
irs 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c),] INTERVAL BETWEEN 
265 PART |. DEATH WAS CAUSED BY: o 
cee ; IMMEDIATE CAUSE (0} Crebru LOK OLPADOS + 77208 
see Sy DUE TO ; 
rs 
Bu > Conditions, if any, which ty 2 vibe Jp bea bse sd als r CARS 
BES gave rise to immediate 
Sic couse (a}, stating the ynder- ( OUETO 
ce 20 lying cause last. {) 
6232 pol ee 
S25" ra Pant tt, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ?(o)|19. Was Autopsy 
ROzS = 
2us alte = 
ag2e Ole 2-1 Fy ves] Nol — 
Peas ~ | & 200, ACCIDENT Was UNDERLYING ()__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part tor Port Hof item 18) 
Ets | Or CONTRIBUTING [CAUSE OF DEATH 
Begs G [UE EITHER, NOTIFY MEDICAL EXAMINER} 
SESS & ]?0c. TIME OF INJURY Manth, Day, Yeor 120d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Bes 3 Hour a. pi. While Not while factary, street, office bidg., etc.) | 
BESS = p.m. 19 fot work [] at work i 
five 21. | certify that | attended the deceased from.__ Bes eee s) 19.9G, to sLOn. £ _, 19S Zihat | last saw the deceased 
=z od F 
ee 35 alive on____. Se Ca 1eaee 7 and that“death occurred oh tie M, from the causes and on the date stated above. 
ae 8 Bo ; ‘ADDRESS (Sjreet, city ar town, state) DATE SIGNED 
2 ie ACTUAL : 
yess (| [senator MO. (/ ctl (io A 5, | <a PLIES 
faze f 
aae 
eae 3h 
s <: Za. BURIAL, CREMATION, | 220. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMAJORY 2d, LOCATION (City, town, of county) 
> a REMOVAL¢Specify} / _, ‘ - ai 
EG B= DuRtA > -ECIL TOA P74 ce 
oe FOF a, Wa Dh ) 
nana) ML BANS ZG Hf cate LL A Ob Vhs, 
NS pot 


—») 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (J(J5 16 
498 CERTIFICATE OF DEATH Ga- 


Reg. Dist. No. 


ern: 


tor, 


y ae Le aed oe DEATH rf Nite tae (Where deceased lived. If institution: Residence before odmission) 

2 a. b, COUNTY 

£2 EFCEE MARYLAND Mad. CEAL 

i] 3 b. cy i Town {If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If ovtside corporote limits, write RURAL and give nearest town) 

o AL ond give nearest tow 

Bs ELR LON L/FE ELckKten 

Zz 2 3: NA iemrunee a {If not in hospitel, give street address) = STREET ADDRESS _ e. eee 
= 5 EVING HAVEW HOME |! 292 EE. AW Sp. YC] NOB 
= 5 3. NAME OF First Middle Last 4. DATE Month Do Yeor 


fee SA BELLE JAMAR | Sam JANUARY 18 9ST 


5. SEX 6. COLOR OR RACE ]7. MARRIED [] NEVER MARRIED px] |8. DATE OF BIRTH SN [he IF UNDER - TF UNDER D4 HRS. 
cthday} Mi 
\W wipowen C] ovorceo ty] |APAR/L /7,/ 5 76 yt. Hp, (pee “a 


* 100. fe spe oa eye kind Gs ee 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign ae ate CITIZEN OF WHAT COUNTRY? 
wy most of working life, even jf retir 
OF EE WwORK AT ACME MARY LAWD UV, S_A, 


1 13. we NAME 14, MOTHER'S MAIDEN NAME 


Re JAM 4R MARGARET  HOLesVCSkUR TH 


ic a 
Ra ca DERE i eh oe 


e 


Then please remave carbon papers. P: 


a 


18. CAUSE OF DEATH [Enter only one couse a fine for (0), (b), and (¢};] INTERVAL BETWEEN 
ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: ie 
IMMEDIATE CAUSE (o} 


rent within 72 haurs after death. 


4y DUE TO 


Conditions, if ony, which (0) 
gave rise to immediote 
couse (0), stoting the under 
lying couse fost. ¢ 


ate has been signed by the attending physician ond complete! 


ADDRESS (Street, city or town, state) OATE SIGNED 
ELK 


ba ae ec Se ea Lath 


<¢ 
2 
‘2 ra Pam i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
5 she 
ot NS yes) No (RB 
2 E | oe ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INIURY OCCURRED. (Ener noture of injury in Por Tor Port I of item 18.) 
& |r CONTRIBUTING LI CAUSE OF DEATH 
4 | WF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20e TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED _ |20c. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (Coun (Store) 
(County) 
6. a Hour an. While Not whil 4 foctory, street, office bldg., mo i 
3 Z p.m. ’ lot work [] of work 
Hi 21. I certify that | attended the deceased fram.__.._._-__--_-___, 19.22, ta_ Bee! VEE It fthat | last saw the deceased 
x alive on. Bava 1a Tease, and that death occurred at 6A. M, from the causes and an the date stated abave. 
2 
> 


E 
3 
é 
£ 
3 
= 
5 
2 
= 
6 
z 
3 
. 
2 
z 
M4 
= 
o 
8 
= 
7 
° 
5 
pa 
> 
8 
e4 


2 
3 
= 
= 
iJ 

s 

a] 
4 
5 
Oo 
é 
s 
ie 
o 
€ 

& 
3 
é 
§ 
3 

3 
5 

ee) 

2 
7 

i 
i. 
2 
e 
iq 
e 

= 


s 
£ 
< 
Ps 
° 
5 
be 
= 
Qa 
=a 
< 


Rime HERGERT Sates _ 


* 


may be retained 6; 


Zo. BURIAL, aes 2b. OATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) {Stote) 
9 pecit D og 
EO WAW/ /957| PRES PYTERIA Et ARTe y, 
23. FUNERAL DIRECTOR'S SIGNATURE, AOORESS 24a. RECO BY aes ‘2db. REGISTRAR'S SIGNATURE 
PFs re Ye Fixes 
Sian rs if 4<1_—— 


° 
BAM? ELEY, 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


TO F! 
po: 


a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()()5 14 


ae a, 499 CERTIFICATE OF DEATH replenn = 
% 3 ¥ Wi 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If insflution: Residence before admission) 
2 bind Oe % b. COUNTY 
- sf Cecil ee md Cecil 
= 2 o b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
§ 5s RURAL ond give neorest town) ; 
any eee ‘ton days Ke Elkton 
2 ae .3 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) i] d. STREET ADDRESS. e. 1S RESIDENCE 
°o a aS = OR INSTITUTION i A FARM? 
2 3S nion Hospital R.F. D. #1 ves ENCE 
2 £5 3. NAME OF First Middle Lost ‘© DATE Month Do: Yeor 
=z G- DECEASED y 
Cy Mypeerpin) Sofia M. Jensen beard Januar 2 1957 
= e 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. peannees peor ieid IE UNDEE 24 HRS. 
= lonths Min. 
4 hi F Wh. wioowen ff ovorceo 1] | Aug. 6, 187 8 ys. ale s| 
= ge Va. USUAL OCCUPATION (Give kind of work done| }0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 g 3 3 during most of working life, even if retired) i 
bo Bet At Home House Work Denmark Ue eats 
= 8 ry 13. FATHER'S NAME 4. MOTHER'S MAIDEN NAME 

of 

Oo if . 
eek Michael Pedersen No Information 
i ae 15, WAS DECEASED EVER IN U. S, ARMED pce 16. SOCIAL SECURITY NO. 317. INFORMANT Addi 
2 R 1 

E Tet, no, oF unknown) [lt yes, give wor or dotes of service) e e e 

ie . Paul Jensen, Elkton, Md, 

3 3 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c).] INTERVAL SETWEEN 

65 PART |. DEATH WAS CAUSED BY: Cu. pipet gees 

$+ IMMEDIATE CAUSE {0} 

ey Lye DUE TO 

Conditions, if ony, which w 


Gove rise to immediate 
couse (0), stoting the under: ( OVE TO 
lying couse lost. a 


¢ 

§ 

Beso 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o]]19. WAS auTorsy 
> oO = 

& i 3 ves} NOC] 
ree = | 200, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enier nature of injury in Part lor Part Il af item 18.) 

geet & | or CONTRIBUTING [1] CAUSE OF DEATH 

Ses & |(IF eiTHeR, NOTIFY MEDICAL EXAMINER) 

Stes § [R= TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [0e, PLACE OF INJURY [Home, form, 1205 (Chy or towa) (ean) (Stote) 
5. i] 3 Hour. p. While Not while. foctory, street, office bldg., sl ' 

3 E : p.m. 19 lot work [J ot work CJ 

Bens 

“a v , < 

gine 21. | certify. that | ottended the deceased from,_________--__--.., 19°79, to. as los Zthat I last saw the deceased 
S 5 olive on_ ftw 23 tee and that death accurred at 3475 £M, fram the causes and an the date stated abave. 
2 

> 2 


prior 
~ 


ADDRESS (Street, city or town, state) DATE SIGNED 
ae z. ee a eee a 


RAL DIRECTOR: After this certificate has been signed by the attending physician and complet 


should be detached for use os the burial-transit permit. 


Istror 


be retained by 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certi 
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‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed w 


< T 


ending physician. 
ERAL DIRECTOR: After this certificate has been signed by the attending physician and cample 


a 


may be retained by the haspital ar a! 


od 


, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
e : CERTIFICATE OF DEATH Q0548 


Reg. Dist, 


of 
2 gk 1. PLACE CF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
3 Ff 0. COUNTY . STATE . COUNTY 
= ih MARYLAND bse : 
os i wy Land Cecil 
Bo b. CITY OR TOWN (If autside carporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oo RURAL y vg. peares two) < . 
22. orth Bas 35 years North East 
+2 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. tS RESIDENCE 
— f OR INSTITUTION ON A FARM? 
Ro . yes] no G3 
ce 
ad 3. NAME OF Fi Middle © 4. DATE AZ 
3. DeCeAsD. inst i be lost ae Manth Day ‘ear 
= 3 (Type or print) ohn Harris ohnson OF&ATH January 24 19 57 
e 5. SEX 6. COLOR OR RACE |7. MARRIED [3] NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
P z lost birthday) [Months] Days | Hours] Min. 
‘ Male White winoweo[] ——DlvorceO) |Sept 28 1896 60 yes, 

fg 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

3 during most of working life, even if retired) fe 

3 / Carpenter U.G.Government Maryland U.S.A. 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John M.Johnson Selma Tyson 


a om 
{Yes no, oF unknown) (IF yes, give wor or dates of service) 
/|_Yes yt 218-005-5082 irs John lH, Johnson North Last, Maryland 


18. CAUSE OF DEATH [Enter only ane cause per line for (o}, (b), and ()-] INTERVAL BETWEEN 


; ONSET AND DEATH 
PART 1, DEATH WAS CAUSED 8Y: * ‘ 
IMMEDIATE CAUSE (o] beear ac ¥rs 2 age 


DUE TO 


Then please remave carbon papers. 
ithi ry, 8 


Conditions, if ony, which | 


b 
gave rise to immediote 
cotse (a), stating the under. ( CUETO a A Vs L : ? 
lying couse lost. {e) Chow eve Scoleraa:d ‘ 
ayingicouseiat# 
°3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO BEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Q 7) a PERFORMED? 
s Deed cee, fer: En cleprs, . yes] No f 
= [200. ACCIDENT WAS UNDERLYING CJ __[20b. DEVCRIGE HOW INJURY OCGMRRED. (Enter nature of injury in Part | or Port Il of item 18.) 
& Jor CONTRIBUTING C1 CAUSE OF DEATH 
& |(E EITHER, NOTIFY MEDICAL EXAMINER) 
EI EEE ES 
§ |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
a Hour a.m. While Not while factory, street, office bidg., etc.) ! She 
2 p.m. — 19 fat work [1] ot work — { — ce 


ADORESS (Street, ci DATE SIGNED 


é ee 


shauld be detached far use as the burial-transit permit. 


PaSiciAN's Lflecs Ko flochuee FAD. 


To. DURIAL, CREMATION, Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
pec - s 
Buri n 2 Methodist North East Cecil , Maryland 


the registrar priar ta burial, crematian, ar remaval, and in any event within an 


= * . FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
a ; E aes 2 a % 
yan Te SrarX-North Bast, Maryland DATE = oe Meal, Ei af trdrrnel 


% A nivaund 


R Os, Bo NV “ 4 
Tyarso2e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i) 0 ‘#) 1 7] 
> 532 CERTIFICATE OF DEATH we 


al 


ee Reg. Dist. No. 
el = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafore admission) 
3 Gees. £ LH ton _sasuno | * “Hie scout Cecil 
ai b. CITY OR TOWN (If outside Gfporate fi i ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
aay RUN ps ice Day Rural Near Chesapeake City, Md.x, 
2 ie da. Shia OF NHS (If nat in [Ssn give street address) 9. STREET ‘ADDRESS @. fiend altar } 
3S n Hospital Ches, Vity RDI. ves] no] 
& 5 3. NAME OF First Middle 4. DATE Month Doy Year 
ae (Type oF print) Maude Hollier J ohnson. Diath JAN, 5 AS 19 57 
= 5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
Re Wh, sri DIVORCED 2 Nov. 7,1883 Nes rae ere el MAL me 
‘ 10a. USUAL ec uraTiON (Give oe o epacene| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
(| Shei" Teacher’ | Retired Mass, 
'\ (13. FATHER'S NAME 14. MOTHER'S MATOEN NAME 
1) Charles H. Hollier Jennie Davis 


1. WAS Hearty ery IN U, S. ENED) poner 16. SOCIAL SECURITY NO. |17, INFORMANT Ades It DD. Md 5 
No hades A. Hallier Johhson Chesapeake City 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-J INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: © DEATH 
IMMEDIATE CAUSE (o] 


u cea DUE TO 


Then please remave carban papers. 


Conditions, if any, which 
gove rise to immediote 

cote (0), stoting the under- {| OUETO 
lying couse lost. (). 


% Pal NINOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ROG 
M0 ¥ } ie - 
Ro) Aes ote yes] Noi} 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, | 20f, (City or town) (County) (Stote) 
Hour 0, m. While Not while foctory, street, office bldg... Ue 
p.m. 19 [ot work () ot work ra 
UY Sa y 
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MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


should be detached far use os the burial-transit permit. 


gistrar prior to buriat, cremation, or remaval, and in any event within 72 hayrs after. death. 


IERAL DIRECTOR: Afte: 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
th 


TO 
Pt 


Zo. BURIAL, CREMATION, N, | tab. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City. town, or county) (Stote) 

pecify) 

Reiter Jan fg pedale Cemt Hopedale lass 
Pp Qe —, i en 4nd | ho. RECO BY REGISTRAR | 24b. REGISRAR'S SIGNATURE 

50 TOF en a |e ee aE 


Bs 
2 


¥ A NvaqUns 


466. Nur 


Danza 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


‘ 


s 533 — CERTIFICATE OF DEATH 0520 


Reg. Dist. No. 


i ( | it PLAGE OF DEATH Rr USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
| a. 3 
\ Cecil MARYLAND New Jersey b couNTbe Ma 
b, CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest fawn) 
RURAL ond give nearest town) i 
Perry Point fiaryland 30 Days Villas 47x.3 


d. NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
R INSTITUTI 


Veterans Administration Hospital 6 E. Florida Avenue ay fal NOK] 


3. pea First Middle fost 4. DATE Month 


Do; Yeor 
tye or i Edward Me Kropp Sars 1 26 ST 


5. SEX 6. COLOR OR RACE |7. marien Ei] NEVER MARRIED [1] | 8. DATE OF BIRTH % pei IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White —_|woowe ej _ovorcen} | 12-20-96 ie teed | 


100. USUAL PE COTATION ieee kind iy os a 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring, most af working life, even if retired) 
Bartender Philadelphia, Penna. UA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


William Kropp Esther Moore 


1 WAS peer lgt Hal vu. Ss. ge ddd 16. SOCIAL SECURITY NO. |17. INFORMANT. Address. 
} ‘es Ww 209 14 3685 | Hospital Records,VAH, Perry Point, Md. 


1B. CAUSE OF DEATH [Enter anly one cause per line for (a), {b), ond ().] INTERVAL BETWEEN. 


PART |. DEATH was CauseD BY. Bronchopneumonia, unresolved, left lung. 


ea oi DUE TO 
Conditions, if any. which ® 


gave rise ta immediote 
couse (oh steting the unde ¢ veto. Posterior fron 
lying cause last, @ 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Vo) |19. WAS AUTOPSY 
PERFORMED? 
Arteriosclerosis, generalized, severe. yes nod 


200, ACCIDENT WAS_UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED, {Enter nature af injury in Part 1 ar Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form. | 20F. (City or town) (County) (State) 
Hour a. nn. While Not while foctory, street, office bldg., etc.) } 
p.m. 19 Jot work (J ot work [J H 


21.1 certify that Kattended the deceased from, - 19.20. SODROCEK RTE 
IESE DCOCCOCOOCOSCOOCACOSK. , and that death occurred at 2. OOM, from the causes and on the date stated above. 


/ ADORESS (Street, city or town, state) DATE SIGNED 


$, Md, 


> 


Hed in by the funeral 


¢ 


s 1 and 2 shauld be filed with 


cect: 
oy 


Then please remave carbon papers. 


|, crematian, ar remaval, and in ony event within 72 hour; 


MEDICAL CERTIFICATION 
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should be detached for use as the burial-transit permit. 


fe Registrar prior ta burial 


mowies JOSEPH c. GRASBERGER, M.D. 
‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
Beverly, New Jersey 
/ ines Abs ho. REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 
aes vate /-97-5'7| Seer, he 


may be retained by the hospital or attending physician. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs aff 


fee 


ted in by the 
1 and 2 shou! 
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|, crematian, ar remaval, and in any event within 72 nape ee death. 
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AV. PLACE OF DEATH 
o. COU 


i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 } } 5 2 
500 CERTIFICATE OF DEATH ms O0S21 7, 


2 ae pee (Where deceased lived. IF institutian: Residence before odmissian} 


o. STATI b, COUNTY 
Cecil eee md. Cecil 
b. CITY OR TOWN (If autside carporate limits, write | c, LENGTH OF STAY IN Ib || ..c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond: ay sew town) iy ie 
} Life f #1kKton 
d. NAME OF HOSPITAL (If not in hospital, give street address) / d. STREET ADDRESS i: Mg 
OR INSTITUT! . ON A FARM 
nion Hospital 134 W. High St. vs O NOB 
3. NAME OF Fiest Middle Lost 4 DATE Month Doy Year 
(Type or print Howard Lewis cfate January 8 19 57 
5. SEX 6. COLOR OR RACE |7. mARRIED L] NEVER MARRIEGL] | 8. DATE OF BIRTH 9 AGE: goers [UE UNDER YEAR] HONOR LD EES 
loy' Month; Do; He Mi 
Mi Wh. |winowet]  oworceoQ) | June 12,1877 4 ree = RSA es fk” 
106, USUAL OCCUPATION (Give kind of ark dane T0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
J BS ost af, working life, a! retired) 4 
/ t" bHgtne ber deen Proving lkton, Md, Us. 8, JA, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Martha Maxwell 
|. WAS DECEASED EVER IN U, S. ARMED FORCES? 3 i} . 17. INFORMANT di 
fia beeen ieee rnerseae tet eto we _ 134 Weigh St. 
0 | 197- 10-08%}niss Carrie Lewis Elkton, md 
18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b). ond (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED B % ) ONS eure al 
IMMEDIATE CAUSE, Bet) aA sl ae tea Bh Ba 
/ Y DUE to 
Conditions, if &ny, which 
gove rise ta immediate 
cote (o}, stoting the under. { OVETO 
lying cause lost, {) 
ee ee 
Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(}]19. WAS AUTOPSY 
yes [[] NO 


20a, ACCIDENT WAS. Une RING: oo ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part ! or Port I of item 1B.) 
OR CONTRIBUTING LI CAUSE OF DEA\ 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yor |20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home. form. | 20f. (City or town) (County} (Stote} 
Hour om. While Not wile foctory, street, office bldg., etc.| iH 
p.m. lot wark [-] at wark 


21. 1 certify that | ailtended the deceased fram._. Ta aa. 19.5) tad Y 194 .that | last saw the deceased 


alive on Dan. ZF 1959 ___, ond that death accurred ot 8220 Ft_M, from the causes and an the date stated abave. 
ADDRESS (Street. city ar town, state) yy, TE SIGNED 


MEDICAL CERTIFICATION 


Bruit MD, a STE: Woo A Tslx9. 
moves 5: Raven Po re eae co eee 


220. BURIAL, fe Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county} (Stote) 
U. STG ae 195° adktep pametee Elton iid 


ZA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; ; CERTIFICATE OF DEATH 


oa 


005 


a a ( A Reg. Dist. No. 
ct , — 
‘z 3 = \ te) JT Ptace oF peatH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
=, 5 z a. COUNTY — MARYLAND 0. 5) b. COUNTY Oe, oy, 
‘ Bs bITY OR TOWN ‘ . LENGTH OF STAY IN Tb €. CITY OR TOWN (If optside corporote limits, write RURAL ond give nearest town) 
S ‘AL ond give neo ‘ Z j 
i & ey o¥ X On 4 kl ‘ay R E l 
oa 2 d. NAME OF HOSPITAL 4 nat in apts: jive street oddress! d, STREET ADDRESS. . IS RESIDENCE 
3 22 OR INSTITUTION 4 : he D ° ON A FARM? 
g 5S NI PALOA . yes] no 
se 6 3. NAME OF = Middle (ost 4. DATE Month Day Yeor 
& S35 (Type or print) , DEATH \ Fk 95 
© 
= iis 5. SEX 6, COLOR OR 2 Tr ied [] Never MARRIED a 8. ra E er an 4 C7) [iF UNDER 1 YEAR|IF UNDER 24 HRS! 
3 3 Days Min, 
~ 24 Dea Lu {} wioowen [] Divorced [] y 
2 € ae 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTR ai eect {Stote or foreign Sonny 12, CITIZEN OF bash COUNTRY? 
g S 2 3 during most of working life, even if retired) yy) wes 
Boyes T —~ hf ko Lara 
g S85 = 14, MOTHER'S MAIDEN NAME /7 
ese CG, ‘ 
» 886 7 . : 
o Bee LEAS LHL 27a TALC GLO : Lex 
ee 15. WAS DECEKSED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17., INFORMANT 5 Address 
Se2 
> ak (Yas, no, of unknown) (IF yes, give wor or dates of service) > a 
a : 6 f 
‘9 HGS ? Yur DRT A HA A 42 Li lie 
5 CUBE CAUSE OF DEATH for (0), {0}. ond D INTERVAL BETWEEN 
8 PSs 18. CAUS! {Enter only one cause per-ine for (0), (6). ond (c).] M 
2 20% PART 1, DEATH WAS CAUSED BY: /} $ Avec iy (0 F ONSETFAND “gual 
2 ose ; IMMEDIATE CAUSE (0)_4-/ cd 4 . fons 
5 tRe DUE TO j -/ , a eH 
~ Cy 
= £237 Conditions, if any, which (0 
s Eo gove rise 10 immediote 
3 8c cotse (o}, stoting the under ( DUE TO 
fers lying couse lost. fe 
ee | 
z 3 $ S us rs Part fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 119. pede el daca! 
SROFS = 
gages ols yest] nog 
Fovas = [200 ACCIDENT WAS UNDERLYING C1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter naiure of injury in Port or Port Il of item 18) 
a4... & | OR CONTRIBUTING C] CAUSE OF DEATH 
ZeEo2s5 & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Psses & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
£5598 at Hour. om. While Not while foctory, street, office bldg., sel 
EpE5 = p.m. 19 ot work [J] of work [J 
Se, 58 
eeeos 
Bea oe 
Boake 
E=53% ADDRESS (Street, city gr town, stote) 
<B5 07 ACTUAL a7 ae 
eye 8s SIGNATUR' BD een wt Loner / 
Q § 23. PHYSICIAN'S im U2 kar FE ily 
Regge Naactyea_~ = UCALLA Tce ML AR NAD la te uy : 
a 5 ann ae eccreceees = 
Pee? ey 720. BURIAL, CREMATION, ‘ec. NAME OF CEMETERY OR CREMATORY 7d. ae (City, town, or counpt” (State) 
23 a Ee re (Specify) LD 2) 
ofo et ACh cE 4 Aa Ka. 41 
- A ifs RAL DIRECTOR'S SI 240. REC DAY oe pnts ‘2b, REGISTRAR'S SIGNATURE 
vain “Vel\ DATE OS Pte. 
15M 975: V ras MALL ALF. __ Len Aw <t~_— 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


om! 


° 


" 5 502 _ CERTIFICATE OF DEATH Cg ee 
a ; 9 E : 
S 8 W a iy «alae 2. See erence (Where deceased lived. If institution: Residence before odmission) 

° °. °. 

Bo Bee Cecil MARYLAND Maryland b. COUNTY Ceca 

£3 3 b. CITY OR TOWN (If ouside corporote limils, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 

2 6s RURAL ond give nearest town) a 

oe Ss kton 33 hours Xo North East - rural 

- 2 d. NAME OF HOSPITAL (If not in hospital, gir treet odd: . STRI ADDR! . 1S RESIDEN! 
22 = he Bray ela ee {IF not in hospitol, give street oddress) ; STREET ADDRESS = 1s RES DENCE 
Oe Union Hospital ves (] No) 
As 8 3. NAME OF - Riest Middle Lost 4 Date ‘Month Oy Yeor 
oe {ype of prini) Rebecca Jane Leckard DEATH January 7 a9 5T 

© 

cE 5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 : a Igst birthdoy) [Months] Days | Hours| Min. 
eae Female white |wioown ty oivorceo [J May 1, 1955 1 yes. 

2 Ee 8/. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 § oe during most of working life, even if retired) 

E ope i none Maryland USA 

os ° 8 & 13, FATHER'S NAME 14 MOTHER'S MAIDEN NAME 

Ae 

o ° 5° 

B See Howard E. Lockard, or. Helen Tester 

= = z 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

= & 5 Tes, no. or unknown) {It yes. give wor or datos of service) 

2 Re (S ie) - | - Howard E. Lockard North East, Maryland 
= 33.5 - 

18. CAUSE OF DEATH [Enter only one couse per ling}for (0). (b). ond {q. INTERVAL BETWEEN 
2s ge t v as ond Heh] & Tt ONSET AND DEATH 
20% PART I. DEATH WAS CAUSED BY: Te eS 

ete es IMMEDIATE CAUSE (0), Laced » 2 (Pa 

= £26 Bu Due TO 

ee So eR 

= f2> Conditions, if any, which (b) Z 

8 BES gove to immediote 

3 sss couse (a), stating the under. ( CUETO 

Pesta 2 lying couse lost. (c) 

e605 eee Ee —— 
3 & 6 ? ra Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Map} 19. Pein Sc 
Phos wis ae aan ee 

gases 5 Ns yes(] no 
Foe 2 5 © [200. ACCIDENT WAS UNDERLYING L)__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Wl of item 1B.) 

3322°* & JOR CONTRIBUTING LJ CAUSE OF DEATH 

ac. £ 3 tel (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Yotss & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
¥5.%g 5 a Hour o.m. While Not while fectory, street, olfice bldg., etc.) t 

ce 25 E 3: p.m. Ww jot work [J of work [J ' 

ayes r 

z $s De 21. t certify that | attended the deceased from... Jane 5 ___, 19.57 to.___.JM TL... 192]_that | last saw the deceased 
eaeie22 , 

os g 3 3 alive an____e: 5 6 «MM, fram the causes and an the date stated abave. 
E = O35 ADDRESS (Street, city or town, stote) DATE SIGNED 
<55° = ACTUAL 

4 Reo rm SIGNATURI 

£02 

Bini. ' 

Zez28 Ramttyes_Se Ralph Aidrews, dr. “Vv ___—_233 EB. Main St., Bakton, Md, 1/9/57_ 
Fd S329 2. BURIAL CREMATION, 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {(Stote) 

Sc SS VAL (Specify ‘ 
5 eee ria 1-10-19 Methodist North East, Cecil Co., Md. 
= 


- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, M 24a. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
wie. 2 $ North East, Md Yoo 5 
VS Als : Joseph Bran ? ° ole o/s oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00523 
c \ RY AL EXAMINER'S CERTIFICATE OF DEATH 


rs 


‘ond give nearesl town) 


3 A . Reg. Dist, No. 1 4- 

= ii 19-4 

3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
, COU he ‘S ¥ 

ie e 1h MARYLAND ©. STATE Ma. b. COUNTY Cecil 

2 7 b. CITY OR TOWN {ood corpo nin, wc RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outiide corporate limits, write RURAL and give nearest town) 

o 

2 


gistror prior to burial, cremation, 


; North Fas: Ruray A fe |x Oo Nort Hast Rural 
5 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) 4. STREET ADDRESS IS RESIDENCE 
s é yes] no] 
pss 3. NAME OF First Middle tot 4. DATE Month Doy Yeor 

es DECEASED 

EPS (ype or print) William Miller Lum Deaty 19 56 


5, SEX 4. COLOR OR RACE |7- MARRIEO [] NEVER MARRIED [}] 8. DATE OF 8IRTH 9. AGE (ie yeon IF UNDER 24 HRS. 
M W wipowep [2f. DIVORCED F] 2: ~ 61888 "6G... eee | a 


If ony deloy is necessory, pleose exe- 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for (0}, (b). ond (c).] igh esa 


PART |. DEATH WAS CAUSED 8Y1 
IMMEDIATE CAUSE (0) 


eg Re | DUE TO 


Acute Coronary Occlusion. 


gue 

See 

oo ' ea et! Segornisetti2 NU Gin Gy peti done|10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 2. CITIZEN OF WHAT COUNTRY? 
= SUL CEU ATION (Give Hi of 

Bee | Ship Wri ght Building ships) Cecil County , Md. U.Sehe 
€ 2 

a a 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

3 John Lum Hannah Miller 

Py 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

foe an, | (14% 05 OF wnknown) (if you, give wor or dates of service} : 

ek ? ne: 221-001-8420 Ellen Lum, North East, Rural, Md, 


ronsit permit. 


's Office olong with farm PM3. Page 5 moy be retained 


Conditions, if ony, which 0 
= gave rite to immediote cane 
5 {0}, stoting the underlying( OVE TO 
e couse last. (G! 
5 PART Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha)]19. WAS AUTOPSY 
§ vsC]) Not 
HW 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il af item 1B.) 
‘ PRIMARY LC] or CONTRIBUTING CI 
CAUSE OF DEATH. 


‘0c. TIME OF INJURY Manth, Day, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY {Home, form, H 
Hour While Not while foctory, street, office bidg., etc.! H 
m. 19 Jot work ([] ot work CJ ‘ 


21. U certify that | toak charge of the remains described abave, held an Autopsy [_], Inspectian [3 inquiry [and find that 
death resulted fram: Natural causes Cx Accident [], Suicide (1. Homicide (1, Undetermined cause ow 


20F. {City or town) (County) (tote) 


ERAL DIRECTOR: Poge 3 should be used as a buriol-t 
MEDICAL CERTIFICATION, 


e certificate, writing the word 
‘arded to the Chief Medico! Exominer’ 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours ofter death. 


ACTUAL | DATE SIGNED 
SIGNAT Mo, CHIEF MEDICAL EXAMINER [] 
E ASSISTANT MEDICAL EXAMINER [7] 

EXAMINER'S r 

2eye NAME (Type) R.C,.Dodson. DEPUTY MEDICAL EXAMINER [XT I~-12—57 

iS © 220. BURIAL CREMATION, |22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, oF county) (Stote) 

be, 3 REMOVAL (Specify) — Ow A 07 y, 3 9 

e [ALLL ~ = (v] OA LAALADAAM UO Bh dol hig F gq 


SC) [2B PAINERAL DIRECTOR'S SIGNATURE es 2b, REGISTRAR'S SIGNATURE 
3 Oh : ant J) tC ye ( 
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'n 24 hours after death: Page 4 
din by the funeral directar, 
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RAL DIRECTOR: After this certificate has been signed by the attending physician and complet 
Then please remove carbon papers. 
the registrar priar ta burial, crematian, ar removal, and in any event within 72 haurs after death. 


shauld be detached far use as the burial-transit permit. 


may be retained by the hospital ar attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {Ht 
A, CERTIFICATE OF DEATH epee &, 


= \} PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
cht 9. COUNTY ' wantin ©. STATE b. COUNTY 4 
; e D Om 


~ [ B:GITY OR TOWN (tf ounide exporee fimin, wite Te. UENGTH OF STAYIN Tb |. CITY OR TOWN (If ounide corporogFAiADs, write RURAL ond give nears! town) 
RURAL ond give nearest town) Se ‘ : E. = ae 
fh MTTAR CK Osh A Mh cs 


d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION 5 f ON A FARM? 


A DA Ho B Yes (] No 
3. NAME OF ; First Middle Lost 4, DATE Month e01 


Doy Yeor 
DECEASED | V4) OF 
(Type oF print) AB AA A DEATH } PA: 2S ~3S7 
5. SEX 6. COLOR OR RACE 7. MARRIED JR] NEVER MARRIED [-] | 8. DATE OFAIRTH 9% AGE {ln yeors [IEUNDER LEAR] IF UNDER 24 HS, 
3 irthdoy) Min, 
>mate Write moma wee Fee 2, /£74 Loe TT 
10a. USUAL OCCUPATION (Give kind of work done] 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) i) Sy D 
WIF Wy ftome DD. AL: F 2 


{i 
14. MOTHER'S MAIDEN NAME 
Depp ay ‘ 
[7 0 IN 7 4 2 "3 OHA, Sa 


im WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fer, 10, 


OF wnknown) AIF yen, give war or dates of service} | ~ V4 ee 
— a Mb 222-54 30= DW ARD ACS LOW, MD. 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: T AND DEATH 
IMMEDIATE CAUSE (0} 


f" DUE TO 
ns, if any, which (b 


Gove rise to immediote 
couse (o}, stoting the ynder- ( OVE TO 


lying cause lost. () 


Past II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. plete 


bla : shgher, “al tul beth Lidpe Z Are. yes []_No 
20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Paft 1 or Peft Il of Hem 1B.) 


OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, farm, } 20f. (City or town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bldg., etc.) 4 
p.m. 19 Jot work (] ot work [1] H 


21. | certify thot | qptended the deceased from. (0 Pn nannnnn 19:56, to sfon 28 19S Zthot | lost saw the deceased 
alive eee Ae Lin the_s 7, and that death occurred ot 2M, fram the causes and an the date stated above. 


ADDRESS (Street, city or jbwn, state) DATE SIGNED 
rt § lorllen a j A> 
SIGNAT 0. ‘to 1-3 


PHYSICIAN'S: 


NAME (Type), 

Zic_ NAME OF CEMETERY OR CRE! M TORY 72d. LOCATION (City, town, of county) 

Breiee. | 734/57 lwuvlows EM: ura. Epe rp li 

reall ZAIRE TTY Ze 
Y “4 

VMMWAAETUALL Ns z Z VA, u Yi ZN. Prax 


WA 


MEDICAL CERTIFICATION __ 


A nvzang 


O5, ra9I e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
= CERTIFICATE OF DEATH neg, ow, nb) 


ai 


sé 

23 [i RACQEDAI. 5 ae 2 2. Sy RESIDENCE (Wherg deceased lived. If institution: Residence before odmission) 

$s : ae cal atY LE b, COUNTY 

os capt = 

te DZAENGTH OF STAY IN Ib © LLL POR IGN (IF outside egefira)y limits, write. RURAL ond give nearest town) 

3 Z 4 

é yi, 2 \ » 

33 A eg24 (Or? : ph LEt14 tg 

22 ‘d. NAMEZGP HOSPITAL (If not in hospital, give street address) d. STREET oy 3 ° 1S RESIDENCE 

=% 4 OR IRSTITUTION ; 8 ON A FARM2, 

ae . 109 Zo Le. A. Yes o No Be * 

ce 

£6 3. NAME OF Fint Middl lost 4. DATE p ¥ 

4 DECEASED YA as L7 OF be Oe ivi 
See cape) Lp LAP DEATH 19 


S. SEX [é. COLOR OF RACE |7. maRRiED[-] NEVER MARRIED [] Cin DATE OF O)RTH 9. AGE (In yors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
VEL ee pe wy mi Days ra 
Vile vA pene pivorceD [] fees Li 
To. USUAL OCCUPATION os kind of work done] 10b, INESS, OR ” BIRTHPLACE (Siote or f 9 12. CITIZEN OF WHAT COUNTRY? 
ing ost of working life, even if retired) Jp oA y 


SA. 
ZZ Lewes. LILA A 


i) fas DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. aa WY Addr 
fos, no, oF unknown) (tt yes, give wor or dates of service) bse BAA > Gael! La @ nN 
SS re ei il OE CE 
-” 


cote be executed within 24 haurs after death: Poge 4 
a 


LAV Vpbea - 


(9). (b). ond (e}-]) # 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse %) 
t e lag ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


ly DUE TO 


Conditions, if ony, which 0 
gave tise to immediote 


Then please remove carban papers. P: 


|, ¢remation, ar remayol, and in any event within 72 haurs after death. 


co¥se (0), stoting the under. ( OVE TO 
lying couse lost. te) 
Past Il OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTORSY 
) ves(] no) 


200. ACCIDENT We tape [n 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED 20e. fae OF INJURY fHome, farm, 5 20f. (City or town) {County) (State) 
Hour a.m. While Not wile factory, street, office bidg., etc.] a) 
p.m. jat work [_} at work : = 


icate has been signed by the attending physician and completel: 


MEDICAL CERTIFICATION, 


hauld be detached far use os the burial-transit permit. 


8 
PS 
s 21. | certify hat 1 altended the deceased from, re toe af Ss ae ache} 19. hat | last saw the deceased 
z $ alive on___J__. ) t chet occurred acon -{-M, from the causes and on the date stated above. 
Os¢ ) ‘ADDRESS (Street, city or town, stote) DATE SIGNED 
D ier ACTUAL 
aoe ] SIGNATURI 
ara 

a ane 
zig NAME (type) 

= 


a 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth ce: 


may be retained by the hospital or attending physician. 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETE! R CREMATORY Yee OZATION,, ete ounty] (State) 
ABEND RZ q oe a yf 
Og GLb A Z 


s 
eee 
- q 123¢ ERAL DIRECTOR'S SIGNATY ADDRESS, 24a, REC'D BY RE STRAR a REGISTRAR'S SIGNATUR 
Wale! fp [Zeces Qi hy, gps eee, At ee eka e. hag holy 


3A fivawnd 


Dy arsodl : ~ 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


al 


i F CERTIFICATE OF DEATH nee oA WIS F 
sé 
He i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insttion: Residence before odmision) 
go b. COUNTY Page 
32 Bey band WV] D2. E¢ 
Be B. CITY OR TOWN (IF aunide corporate limit, write |e, LENGTH OF STAYIN Ib |! e. CITY OR TOWN (If outside corporole mils, wrile RURAL ond give neorest lown) 
s Us ond give neorest town} . 
S23 t{Tos Xe ttT oe x 
a a3 . NAME OF HOSPITAL (If not in hospital, give street oddress) » d. STREET ADDRESS tS RESIDENCE 
zs ® Se INSTITUTION f ON A FARM? 
ae yes] no py 
ce 
a 3. NAME OF o* Lost 4. DATE Doy _Yeor 
~% (Type or print) / of 19.3 
- 5. SEX 3 ti OR RACE [7. marnteo O ee MARRIED [J | 8. DATE OF BIRTH 
can wipoweo [J ovorcin [A 
a 
eye, Too, USUAL OCCUPATION M kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (17. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8s os mast of working life, ven if retired) 
Re ] ROC ER O7OR Store 41D ye oar 
a 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
‘J 3 
2 ff * CG vB Bi R [TV AL 
3 15, WAS eis NOLS. ER FORCES? |16, SOCIAL SECURITY NO, |17, INFORMANT ‘Address 
a (a4, #0, UIE yes, give wor oF dates of service) i f£ @ ‘ C ' 
2 3734-62 RS. EMMA 5) / 0 D, 


18, CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond a 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a] 


DUE TO 
Conditions, if any, which 6 
gove rise to immediate 
Cause (o}, stoting the under- DUE TO 


INTERVAL BETWEEN. 
ONSET. iy. DEATH 


Then please re 


lying couse lost. 
Parr Il, OTHER ee, Saari CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(o}]19. Was autopsy 
fear - fib L4bj ~/ycrur yeni Ghee: 


20a. ACCIDENT WAS_UNDERLYING [] 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature 6f injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER}, 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home. farm, | 20f. (City or town) (County) (Stote) 
Hour 0. n. While Not whil "9 foctory, street, office bldg., etc. aH 1 
p.m. fat work [[} at work 


21. | certify that | attended the deceased from._.<Z22+ WER, to ple, 12S Zithat | last sow the deceased 


alive on___V2 A. Wa. and that death occurred aX ‘<2-M, from the causes and an the date stated abave, 
ADDRESS (Street, city or town, serge DATE SIGNED 


MD. eras Le. 


‘Zo. aul NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Stote] 
Vs 4 ' 
Uy oe GF A Em a phat GAG Mp: 


MEDICAL CERTIFICATION. 


hould be detached for use as the burial-transit permit. 
the cegistror priar ta burial, crematian, ar remaval, and in any event within 72 Kaurs ;' death. 


RAL DIRECTOR: After this certificate has been signed by the attendin: 


may be retained by the haspital or attending physician. 


a 
a 
2 Dba i 
a y, D BY,REGISTRAR XP Zab. REGSTRAR’S SIGNATURE 
SMa é Ws DATE 4) y Vi i) 
Ni i en OEE AE Siitpn L 


3 cA nvrUne 


ist gt NE 


4 
OM araoda 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: , CERTIFICATE OF DEATH 


gns2d, 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —{20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. 1. While Not while foctory, street, office bldg., ete.) : 
p.m, 19 Jat work [] ot work [J ' 


hauld be detached far use os the burial-transit permi' 


the registror prior to burial, cremotion, or removol, and in 


may be retained by the hospital or ottending physician. 


7 +f 4 Reg. Dist. No. 
one 3 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insituion: Residence before admission} 
f fn °. . °. . b. COUNTY p 
apie Cecil Meee Md. Cecil 
£ Be b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
§ 32 R 3 ‘ond give neores! town} 2 eee 
= Sx Hikton 2 Days x Rising Sun 
2 S a Mi d. NAME OF HOSPITAL (IF not in hospitol, give street address) , d. STREET ADDRESS: e. 1S RESIDENCE 
oe au Jd OR NSTAETIQN a { ON A FARM? 
ES JInion Hospital. ves TNO 
2 25 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
a DECEASED | ie A AS OF 
& % (Type or print) Emma. Wilson McNamee DEATH Jan. 28 1h 
=. 3 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
3 3° aw hes last birthday) | Months Min. 
ae Female White  |wwowes ovorceo(] |Sent.9,1876 80 yn. 
as — . 
2 ga. VWOa. USUAL OCCUPATION (Give kind of work done] 1b, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 89s during mot of warkig, fe even i etired bes x 4 
£ ved | flousewilé Own home Rising Sun, Md. U.S. 
g 585 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§9s : : : 
Sete Charles Wilson Elizabeth Fisher 
eS 8 : 15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO, ]17. INFORMANT ‘Address 
= aes (fe, no, oF unknown) {lf yet. give wor or dates of serview) a A a2 ei a 
8 ofp no none Villiam McNamee Rising Sun,Md. 
£ we 
8 a 4 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
3 285 PART |. DEATH WAS CAUSED BY: * t eNSEN ANORET 
2 og¢ eae, IMMEDIATE CAUSE (0 erebral Acciden 
5 =e? ] [xX DUE TO 
= 5A; Conditions, if ony. which ne Arteriosclerosis 
3 3 gove rise to Immediote 
&€ couse (o}, stoting the under. ( DUE TO 
ais, lying couse lost. fe 
‘i c 
228 5 Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}]19. WAS AUTOPSY 
= a - 
£53 S ves] Nol) 
gs © [200. ACCIDENT WAS UNDERLYING E] 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B) 
se & ] OR CONTRIBUTING C] CAUSE OF DEATH 
3 G [UF EITHER, NOTIFY MEDICAL EXAMINER] 
<52 d 
Sf rf 
B25 o 
& 5.0 & 
ca = = 
3 s 21. t certify that | attended the deceased from b= 20-97 On eee ep , 19.24 that | last saw the deceased 
2 a alive on..1=28= 12 ae and that death accurred ot_-2—3OmMPram the causes and an the date stated abave. 
E=6 7 9 __7 ADDRESS (Street, city or town, stole) DATE SIGNED 
<25 ACTUAL 4 " Ci isi un -29- 
& a / SIGNATURE .D. _......_ Rising Sun i: Pe oe > oy 
5 
z PHYSICIAN'S a * 
£23 NAME (Typel_Re Ce Dodson Rising. Sun, Cecil Con Mde 
rd Zo. BURIAL, CREMATION, | 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ; | 22d. LOCATION (City. town, or county) (Stote) 
8 ; EHOVAL. Gees) sf Rial i 
ot ura feb bs Brookview Rising sun id 
e & \ ¥ 123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ) 2d. REC'D PY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


, ot 
5 Als (a be. : y~ un f | pate 4/44 A j Joce. 
om iL” (, 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(0528 


= 
fg ; Sam CERTIFICATE OF DEATH i CARES. 

4 M eg. Dist. No. 
3 oN ) in ape a 2 eae ee (Where deceased lived. If institution: Residence before odmission) 

°. 
32 CHCIL pyle Dis of Columbia j 
x] 3 b. am OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Fy RURAL ond give nearest town) LZ - 
22 Perry Point 3D : Washington 
= 2 d. SS eaeunoe {if not in hospital, give street address) d. STREET ADDRESS e. ape 
ra Veterans Administration Hospital 3317 Holmead Pl,, ¥, ¥, eke 3 
a 
ee 3. NAME OF First Middle lost 4. DATE ‘csiapny 5” Yeor 
Ue DECEASED OF 

{Type oF print) JOSEPH MELTON DEATH 19 5? 


“ 


5. SEX 6. COLOR OR RACE |7. MaRRIED PR] NEVER MARRIED 7 | 8. Date oF iat 9. AGE co = Fone | UNDER 24 HRS. 
hday) Mi 
Male Negro widoweo EF] —bivorceo F} pus yes, 2 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. TIRTHPLACE {Stote or foreign country) as ced el WHAT COUNTRY? 
during mos! of working life. even if retired) 
USA 


rter 


terdeath. 


, cremation, ar remaval, and in any event within 72 haurs 
= 


13. FATHER'S NAME 14, MOTHER'S: MAIDEN NAME 
Marshall Melton Ruffing Hannah Melton 
Le ete creer 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes Korean 579-468-0568 Hospital Recorde, VAH,, Perry Point, Meryland 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] 


PART |. DEATH MSI eave oL__Veontricular Fibrillation due to unknown cause, 


INTERVAL BETWEEN. 
ONSET AND DEATH 


own 


Then please remove carbon popers. 


DUE TO 
fanuitieneait anys hich bi Edema, pulmonary, bilateral, severe 
gave rise to immediote DUE TO 2xXCLS10N 0: 
. stoti he ww der: : ee 
Rainn ; ourgery - Pilonidal cyst (Post-operative) Date of pperation 


& 
e%e 
Biers. 
a2 8 1's Paar fl. OTHER SIGNIFICANT CONDITIONS CONTRIZUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) ] 19. eee 
Ros = 
= 5 < 
ps s yes (— No) 
O52 & [200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
§ee & [OR CONTRIBUTING LI CAUSE OF DEATH 
S22 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oes & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. farm, | 20f. (City or town) (County) (State) 
5.29 & (wee White tote foctory, street, office bldg., etc.) | 
sz? = p.m. lot work [7] at work ' 
= o 
aq 3 a 21. | certify that Fetiended the deceased a ee 1957, tos ty_5__., 19802__tmocotorksommimctecose 
a 35 WGA: and that death occurred at L2s. . fram the causes and an the date stated abave. 
= 3 ° ADORESS (Street, city or town, state) DATE SIGNED 
£ i. ACTUAL 
gees / | {Ren wo. YaAHospitel, Perry Point, Ma 1o7"7 
aga a 
S335 PHYSICIAN'S 
sg2é Name (fyee_W, OPFLER ss Director, Professional Services, 
3 Sgme 7 = 
FS 
oO 
— 


Ra, Fengvat ne 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. ie (City, town, ar county) (State) 
: 
emnoy a 1-79-57 Arlington National er, Virginia 


23. to JAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a, REC'D BY se 24, REGISTRAR'S SIGNATURE } ts 
2 " yn J- S ree ©. A Ke ite 
ennington &}Son, Havre DeGrace, Md, DATE 7 ae EE BE high 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete’ 


ba 
> 
tr 
‘= 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death? Page 4 


amt 


ri oat ( elt /a 
iT NEO E 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00529 
Q CERTIFICATE OF DEATH Reg. Dist. No. 96 


~ PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. I insitution: Residence before odmistion) 
eS Cecil 9. STATE Maryland b. COUNTY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b | ©. CITY OR TOWN (It outside corporote limits, write RURAL ond give nearest town) 


Ww Berry Po foint ll mo. 18 days Baltimore “vy p 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON_A FARM? 


Veterans Administration Hospital 3308 N. Calvert ves [] NOX 


|. NAME OF Fint Middl 4. DAT 
OECEASED ute le tost E Month Day Near 


OF 
(Type or print) CHARLES dD. MILLER DEATH ease 21 19 57 
5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
toy hday) Days ar 
Male White  |woowe pivorced [] 1+2~90 yrs. 
10a, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
/ ainter unknown Nebraska USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William H. Miller - Deceased Myrtle M. Roberts - Deceased 


15. WAS iheoie aka INU. S. ARMED yrs Se 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“Yes |" Wi i7""""" | 21503-1714 [Hospital Records, VAH, Perry Point, Md. 


Cad 


in by the funeral director, 
1 and 2 should be filed with 


& 


Yes 

1B. CAUSE OF DEATH [Enter ‘only one couse per line for (a), (b), ond (-) Cees a 
PART |. DEATH NS Ait enue op __Bronchogenic carcinoma of right lung with re- unknown 
A d overo currence into right pleural cavity and hilar 


Conditions, if ony, which h_nodes 


Then please remove carbon papers. 


gove rise to immediote 
couse (0), stoting the under. ¢ OVE TO 
lying couse lost. o 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO JHE TERMINAL DISEASE nhe rie At tung PART 1(0)|19. WAS AUTOPSY 
= L * 7 bsence .o 4g PERFORMED? 
Arteriosclerosis general severe - unknown. acquired ves Q wo] 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, (Enler nature of injury in Port | or Part il of item 77) 
‘OR CONTRIBUTING [] CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, rie Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ew {20F. {City or town) (County) {Stote) 
Hour 0, 9. While Not A factory, street, office bldg., etc.) 1 
p.m. lat work ([} H 


21. | certify that Rattended the deceased from, ry 3, 19.56, toJanuary 21... 19.5'7_ aeRDRGA KROME 


TROIS, and that death occurred at5.i20_ 2M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


VeAe Hospital, Perry Point, Md. 1-21-57 


‘AL DIRECTOR: After this certificate has been signed by the attending physician and camplete' 
MEDICAL CERTIFICATH 


should be detached for use os the burial-transit permit. 
fistrar prior to burial, crematian, or removal, and in any event within 72 haurs after death. 


Director, Professional Services 


TO 4 
the’? 


Zo. BURIAL, MATION, ‘2b. DATE og ‘Zc, NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
_ Seater" Gerardetowa, West Virginia 
24a. REC'D BY REGISTRAR 2b. | EGISTRAR'S SIGNATURE f) 
vate /- F/-S rene 2, HGx# 


may be retained by the haspita! or attending physician. 


~ 
° 
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= 
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= 
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: 
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_ 
ry 
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=z 
° 
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3 A la 


Dares oil 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00530 
, 339 CERTIFICATE OF DEATH 


eal 


— 
= 


Reg. Dist. No. 


st 
3 =: A}. ee 2. USUAL hades (Where deceased lived. If institution: Residence before odmission) 
fo on ‘ ‘ °. i b. COUNTY (iac4 

$3 ecil MARYLAND Md. Cecil 

° is b. Sse Tae {IF outside ao limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote timils, write RURAL ond give nearest town) 

® t ond-give nearest own! j : 

E> PUM rages Hae Pe 2 Hrs. Yo. Rowlandville 

22 y 

He 2 d. NAME OF HOSPITAL {If not in hospital, give street address) » d. STREET ADDRESS e, IS RESIDENCE 
=< OR INSTITUTION i ON A FARM? 
BS , ves [] No 
“e& 

De 


2 NAME OF First Middle lost 4. DATE Month Pe ‘er 
™ {Type or print) Dean Moore DEATH dane O 1»! 
se’ 5. SEX 6, COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH 


Male hite |woowe pworceotp) | Peb.12, 166 


100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11. BIRTHPLACE (State or foreign country) 


Lu e ) 12. CITIZEN OF WHAT COUNTRY? 
Philadelphia, Pa. 


Cashier Bank os 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John W.Moore Ellen Parsons 


2 WAS eee U.S. a ee 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
ae eens Sees ae =~ F oe 
no ° 316-05-8144 Mrs.Dean Moore Rowlandville,WMd. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond_(cl-] INTERVAL BETWEEN 
PART f. DEATH WAS CAUSED BY: >, é Renee ae 
IMMEDIATE CAUSE (o! 
Z d DUE TO 
Conditions, if ony, which " 
gave rise to immediate 
cotfse (a}, stoting the under: ( DUE TO 
lying couse lost. 


Then please remove carbon popers. 


g 


= Part ¥. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
- © 
& i ‘awed AML SSS Sep yes] Noe 
& } 20. ACCIDENT WASMUNDERLYING []_()]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part it of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G [20c. TIME OF INJURY” Month, Day, Yeor [20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, farm, | 20F. {City or town) (County) (tote) 
B Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 1 [ot work (] ot work t : 
21. | certify that 1 attended the deceased from.__75 Cs ft , WSS, to. the .. 19.07] that | last saw the deceased 
a - >) 
alive on__. Ase Lat eo and that death accurred at_5. SQM, from the causes and an the date stated abave. 
’ “ 


tm 


PHYSICIAN'S 
NAME (Type! 


‘AL DIRECTOR: After this certificote hos been signed by the attending physician ond complete! 


should be detoched for use as the buriol-tronsit permit. 
the registror prior ta buriol, cremotian, or remaval, ond in ony event within 72 hours ofter death. 


moy be retoined by the hospitol or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 haurs after death. Page 4 


z ee ee ee ee 
EY ao. BURIAL CREMATION, ‘Mb. DATE THEREOF Pic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
f,\ - r. 7 = + 
Ey Burro. | Jan.19,195 West Nottingham Near Colora Md. 
2 23. FYNERAL DIRECTOR'S SIGNATURE ; ADORESS (J REC'D BY REGISTRAR ISTRAR’S SIGN <— 
VS AIS (4 é Wa D “J tt 3 
Baws ol LA tax Z Zaug, (yeowme Lum. Ld \ 1746 \o CLEd lated 2 LOS 


6 °A Nvaand 


iset te Nv 


ay 
Warsi 
? ® 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00531 
: Pe ICAL EXAMINER'S CERTIFICATE OF DEATH 


es Reg. Dist. No. 
D2 
23 2, USUAL RESIDENCE (Where deceated fived. If Institution: Retldence before admission) 
Bs f eanviate {Lc SaTaTe b. COUNTY 
an Fa = 
ze 3 B- CITY OR TOWN teu crore Sin wie RUEAL ¢. LENGTH OF STAY IN Th j]”c, CITY OR TOWN [if auhide corporote limits, write RURAL ond give neoreit lown) 
8 2 = ond give neorest town| 
3. 2 no A owantaown Kran fa RD 
8 5 a d. NAME OF oor a INSTITUTION (IF not in hospital, give street oddress) 7 ‘STREET ADDRESS a. ENED ENE 
£352 ves G]- No [J 
pit ~~ | _Unicn _tospita: 
35 : 8 3. NAME OF Fint Middle Lost ma a? Month Doy Yeor 
> fe So (Type of print) D ® A Poa h DEATH } 9 
fe AS or 6. COLOR OR RACE |7- MARRIED [-}] NEVER MARRIED B38. OATE OF BIRTH PAGE one [IF UNDER YEAR] IF UNDER 24 HRS. 
=2 Months] Oays | Hours | Min. 
€o8e M " wipowep}__pivorcep [J mee 1950 (ee 
$a 53 100. USUAL SS ala kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Boba a during Cora lite, even if retired) Penna 
Bese hool-B = 4 St a ee 
oe aie } 3. FATHER'S NAME ili oa 14, MOTHER'S MAIDEN NAME 
ee 
2308 Poa Helen Skompsk 
~ ey & 15. WAS Tee 5 EVER IN U. 5. ARMED FORCES? ne SOCIAL SECURITY NO. | 17. INFORMANT Address 
aa é 2 (Yes. no, oF unknown) (If yes, give wor or dates of service) 
gore no | ae f\ Poarch kton, R,D Md 
SoS 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] ONSET AND DETR 
wee 
Bee PART. DEATH Wisiaens ie) Perforating wound of chest. left side at 
BES 7 /Q 
: ee °C DUE TO 
git coe te toy which eL_IO in egoing diaphragm left 
3 jove ume Hote couse 
2 {0}, tating the underlying DUETO idney agoton mand head of ereas and 
8 tine qq Came 0 inches above ivi 


PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}|19. AS ied 
ves) noty 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port II of item 16.) 
PRIMARY CONTRIBUTING CJ 
CAUSE OF = 


20c. TIME OF INJURY = Month, Day, Yeor  |20d, DRC GccuR nD 200. LACE OF INJURY (Home, ia 120F. (City or town) (County) (Stole) 
lour |g e While Not while 2 foctory, street, office bldg., etc.) { 
ot work [J GO ot work fy] Home H Md 


21.1 ae thot I fook-chorge’of the remains described above, held an Autopsy [_]. et ims i nehicy L&. and find that 
deoth resulted fron}: oturol couses [], Accident Gg Suicide [], Homicide [], Undetermined couse []. 


INERAL DIRECTOR: Page 3 shauid be used as a burial-transil permit. 


arded ta the Chief Medical Examiner's Office alang 


cute the certificate, writing the ward “‘pending 


TO DEPUTY MEDICAL EXAMINER: This cert 


ACTUA\ DATE SIGNED 
SIGNATU op, CHIEF MEDICAL EXAMINER [7] 

< ASSISTANT MEDICAL EXAMINER [} 

3 EXAMINER'S = 

é (Type) Dodson DEPUTY MEDICAL EXAMINER & = 

zoe Ro. raids 2b. DATE THEREOF ‘ac, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (tote) 
pec oi 
; Gilpin jay p,| Ekltpn Cecil Md. 


we ¥; + pilin vig Ee 2a, wee Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(S) sien Wb /. JL7 
5M 9/55) a 


s “A nvauns 


ras 


Daze 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
EDICAL EXAMINER'S CERTIFICATE OF DEATH 00532 


g zs : Reg. Dist. No. 
£3 1, PLACE OF DEATH P 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before edmission) 
£ o IN 
a5 5 pe marvuano |] o STATE 9, b. COUNTY 
zo 8 b. CITY OR TOWN (it evtide corporote fimin, write RURAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
68 e ond give neores! town) 
eee 
aed d. NAME OF HOSPITAL OR INSTITUTION [If not in hospitel, give street oddress) STREET ADDRESS o. 1S RESIDENCE 
“38 
fata ar l ves NOO 
oUe. 
ees stp 3. NAME OF i Middl 4. DATE 
Bese BREE Firat idle lost DA Month Doy Yeor 
> + ype er print) Vernon Wilson Preston DEATH i 6 19 57 
= * Poy 5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED & 8. DATE OF BIRTH 9. AGE (in yeou | IFUNDER TYEAR| IF UNDER 24 HRS. 
a Tagbeneey ‘Month Min. 
oe f WwW wiboweo [) oivorceo [J Text yn. 
a8 / 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country 12. CITIZEN OF WHAT COUNTRY? 
vin { i during most of working life, even if retired) . . 
Sep \ i Laborer Plumbing USA. 
ip? A 33, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
—-Es 
goF ax Preston Lia amd. Le 
Ee 15. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
aoe 1Yes, no, or unknown} 
oat . 
25. eee 2 [all 05-201 irs. Arthurilev: Haddonfigad , N 
°¢ TB. CAUSE OF DEATH [Enier only one couse per line for {o), (b), ond {<)-] INTERVAL BETWEEN 
we ONSET AND OEATH 
3 PART |. DEATH WAS CAUSED BY: 
ie 3 IMMEDIATE CAUSE (0) = oronary Thrombosi 
5 
Zi. “s 0 DUE TO 
is Conditions, if’ ony, which 0 Acute Alcoholism 
So gove rise to immediota couse 
g5 {o), stoting the underlying( OVE TO 
4 3 couse lost, eZ te) 
hig PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tl]19, WAS AUTOPSY 
4 } yest] NOD} 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port 11 of item 18.) 
PRIMARY () or CONTRIBUTING (J 
CAUSE OF DEATH. 


‘0c. TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED 120e, PLACE OF INJURY (Home. farm, H 
Hour 6. m. While Not while factory, street, office bldg., etc.) } 
Pm. w ‘ot work [] at work [7] H 


20F. (City or town) (County) (State) 


MEDICAL CERTIFICATION, 


21. | certify that | took charge of the remains described above, held an Autopsy Oo. Inspection ft Inquiry fe], and find that 


death resuljeth from: ccident [J], Suicide [[], Homicide [[], Undetermined couse [[]. 
actuat Ve 
SIGNATUR 


ERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


ded ta the Chief Medical Examiner's Offic 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
cute the certificate, writing the word “pending” 


Mp, CHIEF MEDICAL EXAMINER [1] a 

s ASSISTANT MEDICAL EXAMINER [_] 
A EXAMINER'S : x 
£ NAME (Type) 5 ‘ DEPUTY MEDICAL EXAMINER] i Huts 

& ‘To. BURIAL, CREMATION, | 22b. ‘Wic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, tawn, oF county) {(Stotey 

= o 5 REMOVAL (Specify) 

= B 3 el Oenh Ont oxd en Oxford Pa 
23. FUNERAL DIRECTOR'S SIGNATURE ; 9 ‘Dar PEG ISTRAR' Fy Gj 
VS. AISME(5) ( 5 ‘ y DAWA hy 
5M 9/55 VE EON SF nl tA ME Bi cetences y SP pape, 


a 
sil 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
> . 541 CERTIFICATE OF DEATH ee ma! 533 


oat 


5 = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

8 3 o. COUNTY Geet ryan 0. STATE D.C b. COUNTY 

Oar obe / 

3 3 b, an OR TOWN (If outside corporal limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

3 give neorgst town| F3 

$2 erry Point R3yrs.6mo.2ldays Washington 7x - 

£2 d, NAME OF HOSPITAL [If not in hospitot, give street address) g. STREET ADDRESS e. 1S RESIDENCE 

=4 yey ‘OR INSTITUTION 4 e ON A FARM? 

ee ©| Veterans Administration Hospital 16th & Q. Streets, N.W. ves (No Bg 

5 a: NAME OF First Middle lost 4. DATE Month Day Yeor 
(Type or prin!) HAZAR F. PULATIN DEATH January 119 57 


€ 


IF UNDER 24 HRS. 
Hours, Min. 


5. SEX 6 COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [if] 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR! 
fn lost i eal Months] Days 
Male White —_|wirowen so oworceo} | 6-27-94 2 
10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Unknown Tennessee USA 


nknown 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
f¥es, no, ar unknown) (iF yes, give wor of dates of service) vs 
} es wi Unknown Hospital Records, VAH, Perfy Point, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), {b}, ond (c)-] INTERVAL BETWEEN. 
Magen i OEATTAMEDIATE CAUSE fo} Bronchopneumonia, bilateral, lower lobes, 
: i oveto §©6 unresolved 

Coronary heart disease 


! 


icate be executed within 24 haurs offer death: Page 4 


t 


pay 72 haurs after death. 


Then please remave carbon papers. 


Conditions, if any, which 
gove rise to immediate 
couse (0), stoting the ynder- (SUE TO 


lying couse lost. te 
¢ pune court Jon 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. he Bp 
a} Arteriosclerosis, general, severe - unknown ves J} noo] 


‘20a. ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
ST ee 
120c. TIME OF INJURY Month, Oay, Yeor | 20d. INJURY OCCURRED Oe. PLACE OF INJURY tHome, form, 1 20f. (City or town) {County) {Stote) 
Hour 0. n. While Not while foctory, street, office bidg., etc.) | 
p.m. TA 1 fot work [J ot work [7] t 


21. | certify thobbpttended the deceased from June 21 January 11 | 19 57 weappmacaacucsneer 
L5 Pm, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


VA. Hospital, Perry Point, Md. 1-11-57 


MEDICAL CERTIFICATION: 


At DIRECTOR: After this certificate has been signed by the attending physician and camplet 


shauld be detached far use as the burial-transit permit. 
Istrar prior ta burial, cremation, ar remaval, and in any e 


Director, Professional Services _ 


‘To. BURIAL, CREMATION, | 22b, DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION {City, town, or county) (State) 
Heo Gey? | 1-14-57 Baltimore National Baltimore, Md. 


Rl 
}23. FUNERAL DIRECTOR'S TURE: ADDRESS aa. RE ep ty REGISTRAR _| 24b,fLEGISTRAR’S SI URE 
Me 
rns — \ g Ben, Havre de Grace, Md. oate Jpn 17S £.H a 
\ ——— 


may wastaines by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death 


TO 


| ‘A Avian 


(sot 1e NW 


‘Danse’! 


Ertificate bf 


INSTRUCTION 


‘ENDING PHYSICIAN OR HOSPITAL: The law requires that the de: 


jecuted within 24 hours affer death. 


6 


ician, 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours after death. After this 


‘ottom copy may be retained by the hospital or attending physi 


2 


illed in by the funeral director, the third copy of this 


death certificate assembly should be detached for use as a burial transit perm 


VS AI5SC 1-55 10M = 


certificate has been executed by the attending physician and completely 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


. 506 CERTIFICATE OF DEATH satan 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


W534 


G2 


COUNTY Cecil MARYLAND state_ Maryland coun Gecil 
CITY = (If outside corpore imits, write RURAL LENGTH OF STAY Bo {Il outside corporete limits, write RURAL end give neeres! town) 
; OR Magni giveieareniewn) {in this plece) f 
/ TOWN Elkton ies 2 frown Elkton 


HOSPITAL OR ‘STREET {if rurel give locetion} 
INSTITUTION OR ime Nursing / roortss 428 North street 
STREET ADDREgs DEViNe Nurs f 


NAME OF (First (Middle) (Lest) 4. DATE (Month) (Dey) (Year) 
DECEASED f 


{ype oF Print) M V R / n la Kee eA DEATH Ja n 16 9 by, 


5. SEX 6. face. OR Fe me 0, DIVO} ™ 8. DATE OF BIRTH 9. AGE lest birthday IF UNDER 1 YEAR [IF UNDER 24 HRS. 
Besa WED, « CED, é | EUR ITER It UNCER eR: 
Bemale witte Rector ele S6yrs Se bee pele ae 
108. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS H. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT 
done during most of working life, even if OR INDUSTRY ¢ ’ COUNTRY? 
/ mired) Hous ewo rk Maryland U.Sehe 


14. MOTHER’S MAIDEN NAME 
Margaret Ferguson 
17. INFORMANT & ADDRESS 
Miss Ada Reed, 428 North St,, Elkton,Md. 


13, FATHER’S NAME 
William Reed 

15. WAS DECEASED EVER IN U, S. ARMED FORCES? 

(Yes, no, or unk.) {If Yes, give wer or detes of service) 


16. SOCEAL SECURITY NO. 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Ee ONSET AND DEATH 
ee os 
r 7 4p 
7 IMMEDIATE CAUSE tA) Ca co ae Tet, ut CFA SE dhe i FLAY 


Y ANTECEDENT CAUSE(S) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 
er ia Coke bat IC) 
TL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED T 
DISEASE OR CONDITION CAUSING DEATH. 


192. DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATION 20._ AUTOPSY? 
G ves [-] No &y 

Zie. ACCIDENT WAS UNDERLYING [] | 21b. PLACE (Home, farm, fectory, Zic, WHERE DID INJURY OCCUR? (City or town) {County} (Stete} 

‘OR CONTRIBUTING [] CAUSE OF DEATH | OF INJURY street, office bidg., etc.) 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Dey) (Yeer) (Hour) Ze, INJURY OCCURRED 


oo seo 
22.1 i certify that | attended the deceased from. Aor eee) 
, and that death occurred at. Ass 


2\f. HOW DID INJURY OCCUR? 
MM 


ieee ae that | last saw the deceased 


.M, from the causes and on the date stated above. 
ADDRESS (Street, city, town, stete) DATE SIGNED 


A ae 

P 

f ReM 4s ij 
Avot town, or county) (Stete) 


Bayview Methodist Cenetery| Bayview,Cecil Co. Me 


24. REC'D BY REGISTRAR REGISTRAR'S Ty 25, FUNERAL DIRECTOR'S Fy ‘ADDRESS 
Jee orth’ Eas 
pate“7* re 7 Lo cgaer North East,Md. 


alive ont Ake foer rah Roa 198.7, 
SIGNATURE 


NAME OF CEMETERY OR CRERMATORY 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 
54 CERTIFICATE OF DEATH v0 3po 


ES <* Reg. Dist. No. 
S = 5 LS be ih adi 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before odmission) 
So \ a a b. COUNTY wv 
mes z ha Cecil MARYLAND Virginia 
= = b. oeciee TOWN (IF outside corporate fimits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporate fimits, write RURAL and give nearest town) 
S363 ‘ PePEY"PSTHt, Ma. Lyr.3mo.18day Sugar Grove 
£ a dd. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
=n ve INSTITUTION Ripe. ON _A FARM? 
= eterans Administration Hospital x ves) Not] 
2 = ; 
> ¥ 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
2% (Type or print) ROBERT ie REEVES DEATH January 7 19 
; 3 5. SEX 6. COLOR OR RACE | 7. MARRIED [RJ NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In years 
last birthday) 
2 Male White  |weowng DivoRCED [J 6-25-07 49 os. 
ge Wa. USUAL OCCUPATION (Give kind of wark dane] l0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauniry} 12, CITIZEN OF WHAT COUNTRY? 
g 3 ; during most of working life, even if retired) 
ce ] Dispatcher Cab Company Virginia USA 
2 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ae Lundy Reeves Mary Pickett 
8 is . ‘3 WAS. DEC nSeD eae IN U.S. ee ere 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fas, no. oF unknown] UE yes, give wor or dates of vervice) 
Ry \/| Yes Wi Ti 229 14 5313 |Hospital Records, VAH, Perry Point, Md. 
D gi 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c}.) NE 
§ PARTI. DEATH MebiAt emis io Myocardial fibrosis interventricular septum own 
= y DUE TO 
Conditions, if any, which wm_Arteridsclerotic coronary heart disease, severe 
gove rite to immediate | 1 1 
cause (a), stating the under- 2 
inpleanaln, case ig Arteriosclerosis, general unknown 


ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va)] 19. WAS AUTOPSY 

= es Sera 1 ae PERFORMED? 

5 Pulmonary edema and congestion - 48 hrs. ves Noo 
© [20a. ACCIDENT W. INDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part { ar Part {1 of item 18.) 

& OR CONTRIBUTING C] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

: ee ee 
& [2%c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —]20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {State} 
ay Hour on. While Nat while factary, street, office bidg., etc.) r 

3: pom. TA 19 lot work [J at work ' 


|, crematian, ar remaval, and in any event wi 


21. | certify that Kattended the deceased fromSeptember 20, 19.35, to January 7__, 19.5'7_meKnEReaURMaseReT 


and thot deoth occurred ot LL220PM, from the causes and on the date stated above, 
ADDRESS (Sireet, city or town, state) 


DATE SIGNED 


may be retained by the haspital or attending physician. 
RAL DIRECTOR: After this certificate has been signed by the attending physicion and comple! 
shauld be detached far use os the burial-transit permit. 


he registrar prior te burial, 


‘* 


‘22a. BURIAL, CREMATION, | 226. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY Ud. LOCATION (City. town, or county) (State) 
RwensyeT™ | 1-38-57 Arlington National Arlington, Virginia 

24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 7 i 

bate P= 7/28 || open a, Aevch ie 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be e/ecuted within 24 haurs after, 


—< 
a4 
2m TO 
bcs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 536 
s 507 CERTIFICATE OF DEATH mia 36 


/| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY a. STATE 


‘ MARYLAND b. COUNTY 
os Vi ana Ken 
b. CITY OR TOWN {IF outside corporote limits, write [¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, wrile RURAL and give nearest town) 
RURAL ond give nearest town) 


Elkton xp. Kenned 


d. NAME OF HOSPITAL (If not in haspitol, give street oddress) | d. STREET ADDRESS ke 1S RESIDENCE 


OR INSTITUTION ON A FARM? 


yes [3] No] 
3. NAME OF Middl Y 
NAVE DE. iddle Lost Month Day feor 


(Type or print) Scott = Haery- January 10 19 57 


5. SEX 6. COLOR OR RACE |7. maRRIED-] NEVER MARRIED ([] | 8. DATE OF BIRTH 9 AGE (in years HEUNDER TYEARIF UNDER 24 HRS. _ 
lost birthdoy) Months| Days Hours Min. 
male white wipowed [ke pworceo() |4/26/82 14 ys. 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


/ farmer (retired owner Maryland 


33. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


nknown Jdbn Scotten Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT 
(fen, no, or unknown} {it yen, give wor or dates of servicel 
no Se 


18. CAUSE OF DEATH [Enter only one couse per tine for (a), (b). 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


33 : DUE TO 


ed in by the funerol directar, 
is 1 ond 2 shauld be filed with 


- 


ts after death. 


jeose remove carbon papers. 


Then 


Conditions, if any, which rs 
gove rise to immediote 
cote (o}, stoting the under ( OVE TO 
lying couse lost. te 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o]]19. WAS AUTOPSY 
13 JK ‘POn78a 0 S AAeve ves) NOE — 
200. ACCIDENT WAS UNDERLYING C]__| 206. DESCRIBE HOWANJURY OCCURRED. (Enter nature of injury in Part or Port Il of item 1B.) 


OR CONTRIBUTING 1) CAUSE OF DEATH 
(VF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED  |20e, PLACE OF INJURY (Home, farm, | 20F, (Cily or town) (County) (State) 
Hour a.m. White Not while foctory, street, office bldg., etc.) | 
pm. 19 lol work [] ot work [ t 


21. | certify that | attended the deceased fra el WEL, to,se O.__., 19S Zihat | lost sow the deceased 


olive on__{£/, LY WS, ond that death occurred ot Zo, fram the causes and an the date stated abave. 
q m ADDRESS (Street, city or town, stgte) DATE SIGNED 


Siti Sn 1-297.) a.) Lilie <7 


PHYSICIAN'S Wallace Qbenshain,i.1 
Pe Rh ae a ol ee ep 


ate has been signed by the attending physicion ond complet 


MEDICAL CERTIFICATION 


NAME (Type) 


istrar prior to burial, cremation, or remavol, ond in ony event within 72 


should be detoched for use os the burial-tronsit permit. 


RAL DIRECTOR: Afte 


2c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) {Stote) 
Chester Cemetery Chestertown, 


2do. REC'D BY REGISTRAR A EGISTBAR 
OlommJAN 14 [oo 


* 


moy be retoined by the hospitol or oftending physicion. 


TOR 
Pp 
ther: 


~ 
> 
o 
S 
2 
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a] 
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= 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» ae CERTIFICATE OF DEATH 005 


J 


ae, e Reg. Dist. No. 

3 5\ ) |). PLAGE OF DEATH 4 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
$3 oper if - marriann jj ° > ee f ee eel’ 
Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IFSutside corporote limits, write RURAL and give nearest lown) 
38 RURAL ond give nearest lown) Zh ts so iy ¥) 
52 el ae ee : =a 
25 ao: 
Sie d. NAME OF HOSPITAL {If not in hespitel, give street address) 7 d. STREET ADDRESS e. IS RESIDENCE 
aa i OR tNSTITUTION , ON A FARM? 
as yes NOT) 
ce 
£6 3. NAME OF First Middl Y 
ee DECEASED B : Pe 5 + 
soe (Type or print) Lj a v\/ miaal ced A WW Ss” 
J Hel Sell Ee a PGES 

@& 5. SEX 6. COLOR OR RACE) 7. MARRieD [-] NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| fr UNDER 2a He 
‘Ss \ / lost birthday) ihe 
2. WwW wipowen [J ——ibIvoRcED J ee , LL=. cin pte 
ea: 10a. USUAL OCCUPATION Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
§o A during most of wor fe, even if retired) i Sow 
ae ; S.% 
9 Bs 13. FATHER'S NAME 14, MOTHER'S MALDEN NAME : 
gy 


Kvfert Affe ae —" 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCJAL SECURITY NO. | 17, INFORMANT 


Tye. no, or unknown} (Mt yes, give wor or dates of service) 7 4 Sasser 3 
ON LL: Che, EES 4 RD A 


1B, CAUSE OF DEATH [Enter only one covve pe line For (0, (5 ond (2) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET ores 
IMMEDIATE CAUSE (o 


x DUE TO 


Conditions, if any, which to 
gove rise ta immediate 

cotse (0), stating the under. ( OUE TO 
lying couse lost. (2. 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) | 19. SERA 


Yes(] no] 


Then please remave ci 
. OF remaval. and in any event within 72 ower 
\ 


20a, ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lor Port Il of item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —_——_—_— 
ee 
20c. TIME OF INJURY Month,” Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (State) 
Hour om. White Not while foctory, street, office bid oH 
pom. 19 lot work [J ot work ' 


21. | certify Fi ae the deceased t fram._/.f J. He WEY, tL! fds 9. ay NV 


The low requires that the death certificate be executed within 24 haurs ofter death. Page 4 


may be retained by the haspital or attending physician. 


jian, 


RAL DIRECTOR: After this certificate has been signed by the attending physic) 


é 
the'rdgis 
oS 
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rt 


MEDICAL CERTIFICATION 


hat | last saw the deceased 


alive on_. { 


et Ce eee sy 1S /..., and that death occurred at. '1J,7)__M, fram the causes and an the date stated above. 
ADORESS (Street, city or ae Eo DATE SIGNED 
Sevan WO aati cd Sas tt fhe ST LLL firs, 


shauld be detached for use as the burial-transit permit. 


tror priar ta burial, cremat 


PHYSICIAN’ My 5) 
re Xian 4 A2ehngey MD 2s a £ 
a SS ee ee ee a ee ee eee eae Are 
0. BURIAL, CREMATION, | 22b. DATE THEREOF a NAME OF CEMEFERY OR CREMATORY 22d. LOCATION (City, town, or county} (State) 

REMOVAL (Specify) | g ¢e iJ. (G > ’ Q fi 
he Od fp WAN, t G87 a ld aaa eM Le O C] ry ARV RA 


< TO HOSPITAL OR ATTENDING PHYSICIAN 


aes 
e 24a, REC'D AY REGISTER | 46, REGISTRAR'S SJONATURE 

SAIS (4) / 

env vate “/ 1G /y Fit« a 


“GUVV VU Xv q 


‘ MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 raw 
) 00538 


543 CERTIFICATE OF DEATH sieve oat94 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


comm Cecil MARYLAND state, Maryland cow Cecil 


— 


in 24 hours after death. 


CITY = (il outside corporate limits, write RURAL LENGTH OF STAY CITY {if outside corporate limits, write RURAL end give nearest town) 
OR and give neerest town) {in this place) OR N, Tac 
town Charlestown 5 weeks prow, North East 


injby the funeral director, the third copy of this 


(nt, gistrar within 72 hours after death. After this 


certificate has been executed by the attending physician and completely filled 


death certificate assembly should be detached for use as a burial transi 


YS AISC 1-55 10M 


18. MEDICAL CERTIFICATION 


RVAL BET WEE! 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


IMMEDIATE CAUSE “a # E, A RT A h eR. EST ak ey by BU 


DISEASES eat CoRREN Ae at: ‘a CENERALI ZED ARTERICSECE ROIS 10 YeAVD 


: HOSPITAL OR STREET (lf rurel give locetion) 
= INSTITUTION OR ADDRESS 
Fy STREET ADDRESS 
$ 3. NAME OF (Firat) (middie) (Lest) 4. DATE (Month) (Dey) (Veer) 
° DECEASED ts " ai : oF 13 aS 
2 (Type or Print) Stanley M Snith DEATH Jan et 
3 SK $. COLOR OR 7. SINGLE, MARRIED, @. DATE OF BIRTH 9. AGE lest bithdey | _IF UNDER | YEAR IF UNDER 24 HRS, 
4 a trl * IDOWED, . DIVO! y 7 kotor) a 
: ale TRACE e eM Loe CreeL ., 1878 78 7 Devs | Hours pe 
SA We. USUAL OCCUPATION (Give kind ol work TOb. KIND OF BUSINESS Ti. BIRTHPLACE (State or foreign country] 12. CITIZEN OF WHAT 

= a) done during most ol working life, even il OR INDUSTRY COUNTRY? 
3 E! retired) Farmer Farmer owner Marydand Usa 

oa S [713 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Q j.Starrett Smith Emma Louise Russell 

ro 15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS 

L*J (Yes, no, or unk.) | {il Yes, give wer or detes ol service) . - Z +, 1 | NA 

z iS X)4-12p- E67 Mrs.Harold Shea, North t,Ma. 

- 

“a 

z 

4 


GIVING RISE TO THE ABOVE CAUSE P 5 
STATING UNDERLYING CAUSE LAST, DUE TO i 5 ee ESP. SORONAK 
—55 | Er Vig OLA AGE 


II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING —_ L - 2, nmr 
TO THE DEATH BUT NOT RELATED TO THE Ki DNEY OANMAECE, CHROMIC / 
DISEASE OR CONDITION CAUSING DEATH.. bf 


D\ PH ps TL 


T9e. DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
5 ves [] NO 
mei 


OR CONTRIBUTING [1] CAUSE OF DEATH OF INJURY street, office bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


21d, TIME OF INJURY (Month) (Dey) (Yeer) ail 2le. INJURY OCCURRED | 
While Not while 
M._|_ ot work etwork LJ 
22. I hereby certify that | attended the deceased from. 
alive on.. LAM LA Thc 19. rwen and that death occurred at. 


ali 2° Voge M.0. CEL AVE ME. [15-8 


DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, fown, of county) (Stete) 


2le, ACCIDENT WAS UNDERLYING [] | 2b. PLACE (Home, lerm, lectory, ‘lc, WHERE DID INJURY OCCUR? (City or town) {County) (Stete) 


21f, HOW DiD INJURY OCCUR? 


IG PHYSICIAN OR HOSPITAL: The law requires that the d 
The bottom copy may be retained by the hospita! or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


23. BURIAL, CREMATION, 
REMOVAL (SPECIFY) 


Burial 
REC’D BY REGISTRAR 


27 | 


ery Calvert Mery1i.nd 
25, FUNERAL DIRECTOR’ 


"5, SIGNATURE ADDRESS _) 
R , to North bkest,Md 


TO ATTEND! 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00539 
; 599 CERTIFICATE OF DEATH Rep: Dit No, 92 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence belore odmission) 
a. COUNTY ©. STATE b. COUNTY 
Cecil ary Land ecd 


oa 


din by the funeral director, 


o b. CITY OR TOWN (If ies “ewe limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

a RURAL ond Ons He 

s 4 days A. North Bast 

= d, NAME OF HOSPITAL (If not in hospitol, give street oddress) 3 STREET ADDRESS e. 1S RESIDENCE 
= OR INSTITUTION ON A FARM? 
md Inion Hospital“ yes []_ No Bg 
c 

° 


3. NAME OF Fint Middle Lost 4. aye Month Doy Yeor 
DECEASED | eC 
Ure orpan) Maggie M___ Stewart Beara 1957 


January _ 
$.-98% 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED. 8. DATE OF BIRTH 9. AGE (In yeors % 
. € u Jost birthdoy) [Months] Doys in. 
Female White wibowen fz] pivorcto fT] | in 276 80 


thin 24 haurs after death. Page 4 
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AL DIRECTOR: 


oe 
oy 
a Se 
= 8&8. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 é 
3 886 luring most of working lite, even if reticed) 
& 2 gv { ah. a l a 
g O88 13. FATHER'S NAME _ VA. MOTHERS tai ethane 
§s5¢ ‘ 
$ oe Rida . Pierce 
oS os FE o 
= EBs 15, WAS eccLry IN UL ST ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
ip ARE acacia eh Peo 
6 otk : bbdd cwa, a Marttand 
= ae ate non Hakod wi Mary 
= uv = 
8. CAUSE ter onl line for (0), (b}. E INTERVAL BETWEEN 
bil et Bee tet. ac Se SEBO 
i Se "OS IMMEDIATE CAUSE (0} « Cevebra frombs y's bef lett fren. 
5 =F? Like >} DUE TO 
> 7 
= Bar Conditions, if ony, which 
$3 BES gove rite to immediote 
5 Sie co¥se (0}, stoting the under ( CUE TO 
Gcs-v lyi lost, 
Sees ying couse lost. te) 
foes 
3235 ° tA Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
OS R=Es 9 RFORMED? 
a ut ole ¥ 
gases 3 K Dy ah ete Pelfus eo No fq 
Lapa = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
eevee = 
s55°° & | OR CONTRIBUTING [1] CAUSE OF DEATH 
Eggs & | CF EITHER, NOTIFY MEDICAL EXAMINER) 
3555 & [2c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City oF town) (County) (Stote) 
5.5580 3 Hour 0. m. ao While Not siile foctory, street, office bldg., etc.) | ee 
siié 3 p.m. 19 fot work [7] ot work — ' —— ao 
ats 
ie tits = 
3 Sug 21.1 an that | attended the deceased from. erm er Go... WILL, to. 23 Jaa , 19.3-Z,,that | last saw the deceased 
zed 
ore TES alive on... 3.14 on a digs? ond that death accurred at/¢_! i2E AM, ee the causes and on the date stated above. 
2253 
O35 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
me = 
s re ACTUAL Vee f a 
ess SIGNATURI Ezz f MD. ae 3 ee 
Bape 
eoS. 
gaze 
=o 
of 
o 
az 


=< TO HOSPITAL OR ATTENDING PHYSICIAN 


PHYSICIAN'S lacs He Heche? Li) 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 4 
EO Buria an 26 fothad ic North Ea. Mary lan 
- 23. JERAL DIRECTOR'S SIGNATURE ADDRESS 2a. REC'D/BY REGISTRAR | 24b, "77? 5 NATURE 
\) eae 
SAIS) y OTe pae ALY North Bast, Maryland oate 157 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0054 
, MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


’ Reg. Dist. No. 
1, PLACE OF DEATH — = 2. USUAL RESIDENCE (Where deceated lived. If Institution: Residence before admission) 
@. COUNTY ©. STATE b. COUNTY 


@ MARYLAND d ect 


b. CITY OR TOWN (if ounide corporate Fimin, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outiide corporate limit, write RURAL ond give nearest town) 
‘and give neores! town] n 
B ng nO Bit e la Risin n 


d. NAM R STITUTION {i Ht is ital, gi dd d. STREET ADORE: . i @. IS RESIDENCE 
E OF HOSPITAL OR INSTITUTION {if not in hospital, give street oddress) ; SS IS RESIDENCE 


ne 2 he ves NOG 


ian, 


cremati 
o “4 


ia 


Page 4 should be 


3. NAME OF First Middle Lost 4. id Month Oay Yeor 
type er print) Bn DEATH 9 


D q an 
6. COLOR"OR RACE |7. MARRIED [] NEVER pepees ra] B. DATE OF BIRTH ens a SER TEAR! HF Unetet 
‘a Mi 
, widowed (4, pivorced [> ll ka ie 


10a. USUAL OCCUPATION (Give kind of work done! 
during most of working ‘even if retired) 


istrar prior to buri 


ur files. 


If any delay is necessary, please exe- . 


Hem 18. Give Pages 1, 2, and 3 to the funeral director. 


& 


14, MOTHER'S MAIDEN NAME 


K \ mina 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | ¥6. SOCIAL SECURITY oy 17. INFORMANT 
(Fes, n0, oF unknown} tf yes, give wor or dates of service) 


no: none 2 n n, Md 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ()-} INTERVAL BETWEEN. 


ONSET AND Dest 
_PART 1 DEATH PSU CAUSE fo) Acute Coronary Occlusion. 
DUE TO * 
Chronic Nephritis, 


Condiivans,.11 ores witeh eL 
gove rise to immediote couse 

(0), stoting the underlying( OVE TO 
cause lost. td 


PART fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(c)/19. esas elf 
HAG yes—]] No 


‘20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
eed ity CORsEES nt ia} 


<7 pr OUI oan y-=7OpU UP UUDT EERE plo or meena 

20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, fee T20F. (City or town) (County) {Slote) 
Hour 9. m. While. Not whi Pohile: factory, street, office bidg., etc.) | 
p.m. id at work [1] at work [J ! 


21. 1 certify that | took charge of the remains described above, held an Autopsy [], Inspection [2 Inquiry [, and find that 
uses [J Accident [1], Suicide [1], Homicide [], Undetermined cause [J]. 


File pages 1 and 2 with th 


L& 3 


MEDICAL CERTIFICATION 


g the ward “‘pending"’ in penc' 


i 
mo, CHIEF MEDICAL EXAMINER (} DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [_] 
1 
NAME (ype) R,C,Dodson DEPUTY MEDICAL EXAMINER [} 
Zo. BURIAL, CREMATION, [22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (tote) 


REMOVAL (Specify) ¢ ‘as ee 
i ham Colo d 


5 : ; | > We; 
VS. AISME(S) i. ae LiMn Ge 
5M 9/55 : fier] [y ft (A | OY RAW MEL “6 


INERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


femaval. 


forwarded ta the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained f 


cute the certificate, wri 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


ad 


eee STATE DI DEPARTMENT ©) OF TEALTH—GAUTIMORE, 18 0 0 5 4 1 
une CERTIFICATE OF DEATH 


ie Reg. Dist. No. 
s= 
3 3 XS [) PLACEOF DEATHS PLACE OF DEATH 2. PPR i aay RESIDENCE (Where deceased lived. If institution: Residence before odmision) 
i b. COUNTY 
3 ESS Maryland Cecil 
3 b. CITY OR TOWN (if outside corporote limits, write | c, LENGTH OF STAY IN Ib © CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
5 3 Par cad ila ead ea 
22 & yrs Rual ~— Rising Sun 
28 B ured OF = am net in BS ar Give street address) vd. STREET ADDRESS . 1S RESIDENCE 
eo OR INSTITUTION ‘ON A FARM? 
aS yes ] no) 
£6 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
F (type or pri) WiLL iam H Witman pearH ~Janu 19 
a 5. SEX 6. COLOR OR RACE |7. MARRIED fq] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [TF UNDER | YEAR]IF UNDER 74 H 
o last birthday) [Months] Days | Hours 
Male White widowed [] oivorceo [] May 2 1 $2] yrs. 
TGa. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
f during most of oF werking He, evan if retired) 
u me parm Penn »_A 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


a ear re ee 


| }15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
te Wes, no, or unknown) (tf ye, give war or dotes of vervice) 
No None die nan Rising Bun MG 


18. CAUSE OF DEATH [Enter only one couse peri (bp, eRwAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


DUE TO 


Then please remave carban papers. 


Conditions, if any, which (b} 
gove rise to immediate 
couse (0}, stoting the under: 
lying couse lost. a) 
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|, cremation, ar remaval, and in ony event within 72 heurs-after death. 


1ttin Ras 2 


qe ge ‘ r ares 


(Street, city or town, stote) VATE SIGNED 
“Rd _sSels 
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q tS Pats Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= iS 

8 3 Yes(] noC] 

3 | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port UI of item 18.) 

4 & [OR CONTRIBUTING C] CAUSE OF DEATH 

& G [(F EITHER, NOTIFY MEDICAL EXAMINER) 

= 2 a 
S % [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
oO a Hour a. 7. While Not while foctory, street, office bldg., ete.’ y) 

2 z p.m. 1 Jot work (J ot work J 

3 21. ! certify that | attended the deceased fram } 1 9... Wyott}. 4 199_)that t last saw the deceased 
< - 

Po alive an______. \. ~--- 122).-4., and that death accurred at. M, fram the causes and an the date stated abave. 
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shauld be detached far use as the burial-transit permit. 


istror priar ta burial, 


may be retained by the haspital ar attending physiciai 


‘O FUNE! 
th 


2b. ~ DATE THEREOF THEREOF an ae NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
OV: 
ited ft & Brook Rising Sun 


e > es Fup set 'S SIGNATURE ADDRESS mdr er . REC'D BYREGISTS ZZ = 
AIS (4 y <e on Ip? ,’, oy Bue 
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